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INTRODUCTION 

The  intent  of  this  "Best  Practices  Guide"  is  to  provide  State 
Medicaid  agencies  with  information  on  exemplary  practices  which 
could  assist  States  in  improving  their  identification  and  pursuit 
of  legally  liable  third  party  resources.  More  importantly,  the 
Guide  will  enable  State  agencies  to  identify  and  assess  those 
practices  which  have  proven  to  be  successful  and  are  transferable 
to  their  own  State  operations.  The  Guide  also  makes  available 
State  agency  reference  data  to  assist  States  in  determining 
comparability  between  Medicaid  programs. 

This  is  the  third  edition  of  the  "Best  Practices  Guide."  The 
original  Guide  was  published  in  1984.  A  second  edition  was 
published  in  1987.  The  Guide  is  being  updated  again  to  reflect 
revisions  to  practices  identified  in  the  previous  Guide,  to  add 
practices  which  have  been  implemented  since  1987,  and  to  include 
practices  which  are  currently  being  tested  in  various  States.  The 
material  in  this  Guide  reflects  the  best  information  available  as 
of  June  1990. 

Background 

Federal  law  and  regulations  set  forth  in  42  CFR  (Code  of  Federal 
Regulations),  433,  Subpart  D,  require  States  to  assure  that 
Medicaid  recipients  utilize  all  resources  available  to  them  which 
are  legally  obligated  to  pay  for  all  or  part  of  their  medical  needs 
before  turning  to  Medicaid.  This  may  involve  health  insurance, 
casualty  coverage  resulting  from  an  accidental  injury,  or  payments 
received  directly  from  an  individual  who  has  either  voluntarily 
accepted  or  been  assigned  legal  responsibility  for  the  health  care 
of  one  or  more  recipients. 

The  key  to  saving  Medicaid  dollars  through  TPL  lies  in  identifying 
other  insurance  available  to  recipients.  The  regulations  at  42  CFR 
433  Subpart  D,  also  require  States  to  implement  various  activities 
to  enhance  the  identification  of  liable  third  parties.  These 
activities  include  (1)  collecting  health  insurance  information 
durinq  the  initial  eligibility  interview  process;  (2)  participating 
in  data  exchanges  with  entities  such  as  State  wage  information 
collection  agencies  and  workers'  compensation;  and  (3)  conducting 
diagnosis  trauma  code  edits  to  detect  potential  casualty  and 
liability  situations. 

States  use  two  methods  to  handle  medical  claims  involving  TPL: 
-cost  avoidance"  and  "pay  and  chase".  States  cost  avoid  claims  by 
reauirinq  the  provider  of  services  to  bill  and  collect  from  liable 
third  parties  before  sending  the  claim  to  Medicaid.  Pay  and  chase 
occurs  when  Medicaid  pays  the  recipient's  medical  bills  and  then 
attempts  to  recover  from  liable  third  parties.  States  are  required 
to  cost  avoid  claims  except  in  specific  situations  whic  i  are  set 
forth  in  the  regulations  at  Subpart  D. 
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To  The  Reader  Of  "Third  Party  Liability  In 
The  Medicaid  Program:  A  Guide  To  Successful 
State  Agency  Practices" 


Notice  Of  Errata 


This  is  to  advise  all  readers  of  the  Guide  that  there  are  three  statutory 
references  m  State  lien  laws  in  the  recently  updated  Guide  which  are  in  conflict 
with  Federal  law.  The  provisions  in  question  are  cited  below.  In  essence,  these 
provisions  state  that  any  recipient  who  initiates  an  action  to  recover  damages  or 
compensation  from  a  liable  third  party  shall  receive  no  less  than  a  certain  fixed 
percentage  of  the  total  amount  recovered  after  the  deduction  of  attornev  fees 
and  costs.  J 


The  references  are  found  in  section  IV  of  the  Guide,  entitled  Successful  State 
Practices,  Part  E,  Model  Legislation.  Please  note  that  only  those  paragraphs 
cited  below  are  in  conflict  with  the  Federal  statute,  not  the  entire  law,  and  that 
the  sections  should  be  annotated  as  being  in  conflict  with  Federal  law: 

Arkansas  -  Public  Welfare  Statute  #83  -  171.1  c 
District  of  Columbia  -  Health  Care  Assistance 

Reimbursement  Act  of  1984  -  Section  8.  Lien  (c) 
Iowa  Code  498  -  75.4  (2) 

The  basis  for  legal  conflict  is  found  in  section  1912  (b),  of  the  Social  Security 
Act.  This  section  states  that  the  remainder  of  any  amounts  collected  .  nder  an 
assignment  pursuant  to  section  1912  (a)  shall  be  paid  to  the  Medicaid  recipient 
after  the  State  recovers  (with  appropriate  reimbursement  to  the  Federal 
Government)  what  it  paid  on  behalf  of  the  recipient.  The  provisions  in  question 
could  result  in  the  State's  recovering  (and  returning  to  the  Federal  Government) 
less  than  the  full  amount  required  under  section  1912  (b).  This  conflict  has  only 
recently  been  called  to  our  attention  by  counsel. 

Arkansas  has  already  repealed  the  referenced  citations,  and  this  reference, 
therefore,  should  be  deleted  from  the  Guide.  With  regard  to  the  references  for 
the  District  of  Columbia  and  Iowa,  those  sections  should  be  stricken  as  best 
practices.  An  annotation  as  to  the  conflict  with  Federal  law  in  the  absence  of 
specific  State  provisions  assuring  full  reimbursement  of  the  Federal  share  based 
upon  the  total  recovery,  will  suffice,  with  a  cross  reference  to  section  1912  (b) 
or  the  Act. 


reader  has  questions  with  regard  to  this  notice,  please  contact: 

Health  Care  Financing  Administration 

Bureau  of  Quality  Control 

Attn:  Third  Party  Liability  Branch 

Room  273,  East  High  Rise  Building 

6325  Security  Boulevard 

Baltimore,  Maryland,  21207 

Tel.:  (404-)-S&6-3-393- 


ORGANIZATION  OF  THE  GUIDE 

Section  I  -  State  Successful  Practices  -  This  section  contains 
new  practices  which  have  been  implemented  since  the 
1987  update.  These  "new"  practices  are  identified 
by  a  single  asterisk  (*). 

Section  I  also  updates  practices  that  were  included 
in  the  previous  Guide.  Several  States  have  adopted 
some  of  the  practices  and  are  being  included  in  this 
update.  The  new  States  are  identified  by  a  double 
asterisk  (**) . 

Section  II      -  State  Successful  Practices  Under  Development  -  This 

"new"  section  will  provide  the  users  with  the  scope 
of  practices  that  are  being  tested  by  States  and 
should  result  in  the  more  efficient  use  of  Medicaid 
funds  and  eliminate  duplication  of  effort. 

Section  III  -  Model  Legislation  -  This  section  is  divided  into 
two  parts  as  follows: 

o  New  State  legislation,  as  well  as  updates  on 
legislation  previously  submitted. 

o  Legislation  associated  with  specific  successful 
practices  described  in  section  I. 

Section  IV  -  State  TPL  Training  -  This  section  identifies  unique 
TPL  training  being  conducted  by  States,  as  well  as 
TPL  manuals,  publications,  and  video  tapes. 

Section  V        -  State   TPL   Forms    -   This    section   includes  various 

forms  used  by  States  to  capture  third  party  resource 
information . 

Section  VI      -  Federal  and  State  Reference  Data 

o  Federal  Reference  Data  -  Part  A  of  this  section 
contains   charts  of   the  HCFA  central   office  and 
regional    office    organizational    structures,  and 
describes  the  functional  responsibilities^  of 
those  components  with  Medicaid  related 
functions . 

o  State  Reference  Data  -  Part  B  of  this  section 
contains  organizational  charts  depicting  the 
functional  alignment  of  each  State's  TPL  unit, 
the  contact  person,  and  Medicaid  program 
statistics . 
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THIRD  PARTY  LIABILITY  IN  THE  MEDICAID  PROGRAM 
A  GUIDE  TO  SUCCESSFUL  STATE  AGENCY  PRACTICES 


STATES'  CONTRIBUTIONS 


STATE 


NUMBER  OF  SUBMISSIONS 


STATE  SUCCESSFUL  PRACTICES  LEGISLATION 


SECTION  I 


Prev  New 


1.  ALABAMA 

2.  ALASKA 


SECTION  II 


New 


SECTION  III 


Prev 


New 


SUBMITTED 


TRAINING 
MATERIAL 


SECTION  IV 


SECTION  V 


FORMS 


YES 


YES 
YES 


YES 
YES 


5.  COLORADO 


YES 


COLUMBIA  (D.C.) 


YES 


9.  FLORIDA 


YES 


10. 
11. 


IDAHO 
ILLINOIS 


YES 


YES 


12.  INDIANA 


YES 


YES 


YES 


13, 
14, 


YES 


15. 
16. 


LOUISIANA 
MAINE 


17.  MARYLAND 


MICHIGAN 

MINNESOTA 

MISSOURI 


19. 
20 


2 


71.  MONTANA 
22.   NEW  HAMPSHIRE 


_3_ 
_2_ 
1 


YES 


23.   NEW  JERSEY 


YES 


24.  NEW  MEXICO 
75.   NEW  YORK 


_L 

5 


YES 


26. 
27. 

28, 


OHIO 
OKLAHOMA 
OREGON 


_1_ 
2 


x 

1 


2_ 

T 


YES 
YES 


YES 


30 
31 
32 


33 
34 
35 
36 


RHODE  ISLAND 


SOUTH  DAKOTA 
TENNESSEE 


YES 


YES 


TEXAS 


UTAH 


WASHINGTON 


WISCONSIN 


GRAND  TOTAL 


46** 


27* 


10* 


25# 


12* 


New  Successful  Practice,  Submitted  in  1990.  Tatat  Sections  I,  B,  BI  equub  49. 

C^PIT^L),  Maryland,  Misxmri  (2  practices),  New  Jersey,  New  Messco,  New  York,  and  Wasksngton  (2  practices) 


implemented  by  the  following  States  in  1990:  Arkansas, 


California 

#        ]  7  I^risndire  Practices  were  reriiMsh  The  remaining  8  practices  were 

Minnesota,  Missouri  (2  practices),  New  York,  and  Washington  (2  practices). 


implemented  by  the  following  States  inl990z  California,  Connecticut, 
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THIRD  PARTY  LIABILITY  IN  THE  MEDICAID  PROGRAM 
A  GUIDE  TO  SUCCESSFUL  STATE  AGENCY  PRACTICES 


SECTION  I 
STATE  SUCCESSFUL  PRACTICES 


PART  A 

Implementation  of  Cost  Avoidance 
Method  of  Claims  Payments 
and  Cost  Avoidance  Practices 


Title  of  Practice 


Contributing 
States 


Page 
Number 


1. 


Implementation  of  Cost 
Avoidance  Method  of 
Claims  Payment 
(TPL  PRACTICE  A-l) 


ALABAMA 
FLORIDA 
WASHINGTON 


02 


2. 


Advance  Warning  Report 

to  Ensure  Timely  Enrollment 

in  Medicare 

(TPL  PRACTICE  A-2) 


CALIFORNIA 
NEW  YORK 


07 


3. 


Cost  Avoidance  of  Accident 
Claims 

(TPL  PRACTICE  A- 3) 


*  NEW  HAMPSHIRE 


09 


* 


indicated  in  1990. 
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SECTION  I 
STATE  SUCCESSFUL  PRACTICES 


PART  B 

Recovery  Practices 


Title  of  Practice 


Contributing 
States 


Page 
Number 


1.     Probate  Recoveries  From 

Estates  of  Deceased  Recipients 
(TPL  PRACTICE  B-l) 


CALIFORNIA 
MARYLAND 

**  MISSOURI 
MONTANA 
NEW  JERSEY 

**  NEW  YORK 
OREGON 

**  WASHINGTON 


12 


2.     Release  of  Information  by 
Providers 
(TPL  PRACTICE  B-2) 


ALABAMA 
ILLINOIS 
IOWA 
OHIO 

PENNSYLVANIA 


18 


Use  of  Computer  Generated 

Payment  Histories  in  Lieu  of 

Invoices  for  Billing  Insurance 

Companies 

(TPL  PRACTICE  B-3) 


ALABAMA 
ILLINOIS 
MICHIGAN 
WASHINGTON 


22 


Hospital  Audits  Directed  at 
Detecting  Medicaid  Overpayments 
(TPL  PRACTICE  B-4) 


**  ARKANSAS 
FLORIDA 

**  NEW  MEXICO 
TEXAS 


25 


Automated  Recovery  of  Pharmacy 
Claims 

(TPL  PRACTICE  B-5) 


*  MARYLAND 

*  OREGON 


28 


Retroactive  Recovery  of  Medicaid 
Funds  Paid  for  Immunosuppressive 
Drugs 

(TPL  PRACTICE  B~6) 


*  CALIFORNIA 


31 
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SECTION  I 
STATE  SUCCESSFUL  PRACTICES 


PART  B 

Recovery  Practices  (continued) 


Contributing  Page 
Title  of  Practice  States  Number 


7.  Retroactive  Recovery  of  *  KENTUCKY  33 
Medicaid  Claims  *  SOUTH  DAKOTA 

(TPL  PRACTICE  B-7) 

8.  Use  of  a  Uniform  Billing  Data  *  NEW  YORK  35 
Set  and  Flash-Printed  HCFA  1500 

for  Insurance/Medicare  Outpatient 
Billing 

(TPL  PRACTICE  B-8) 

9.  Data  Match  With  Motor  Vehicle  *  MICHIGAN  36 
Accident  Report 

(TPL  PRACTICE  B~9) 


PART  C 

Identification  of  Resources 


Eligibility  Matches  With  Blue 
Cross/Blue  Shield  (BC/BS)  Plans 
and  Other  Private  Insurers 
(TPL  PRACTICE  C-l) 


CALIFORNIA 

COLORADO 
**  MARYLAND 

MICHIGAN 
**  NEW  JERSEY 

NEW  YORK 

PENNSYLVANIA 

RHODE  ISLAND 


38 


Data  Matches  With  Other  State 
Agencies  to  Identify  Health 
Insurance  Coverage 
(TPL  PRACTICE  C-2) 


**  CALIFORNIA 
**  MISSOURI 
OHIO 

WASHINGTON 


42 
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SECTION  I 
STATE  SUCCESSFUL  PRACTICES 


PART  C 

Identification  of  Resources  (continued) 


Contributing  Page 
Title  of  Practice  States  Numbei 


3.     Identification  of  Accident 

Related  Third  Party  Resources 
Through  Coordination  With 
Ambulance  Services  Agencies 
(TPL  PRACTICE  C-3) 


4.  Data  Match  With  Department  of 
Defense  -  Defense  Enrollment 
Eligibility  Reporting  System 
(DEERS)  for  the  Purpose  of 
Identifying  Medicaid  Recipients 
That  Are  Also  Eligible  for 
Military  Health  Care  Benefits 
Including  Office  of  Civilian 
Health  and  Medical  Programs  of 
the  Uniformed  Services  (OCHAMPUS) 
(TPL  PRACTICE  C-4) 

5.  TPL  Identification  Through  *  ILLINOIS 
Review  of  Credit  Adjustment 

Forms 

(TPL  PRACTICE  C-5) 

6.  Trauma  Indicating  Diagnosis  *  WISCONSIN 
Codes  Outside  of  800-999  Range 

(TPL  PRACTICE  C~6) 


7.     Identification  of  TPL  Through  *  OREGON 

Employer  Quarterly  Reports 
(TPL  PRACTICE  C-7) 


DISTRICT  OF 

COLUMBIA  (D.C.)  45 


*  LOUISIANA  47 

*  MARYLAND 

*  MICHIGAN 

*  MISSOURI 

*  NEW  JERSEY 
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SECTION  I 
STATE  SUCCESSFUL  PRACTICES 


PART  D 

Management  Practices 


Title  of  Practice 


Contributing 
States 


Page 
Numbei 


Evaluation  of  TPL  Performance 
at  the  County/Local  Office  Level 
(TPL  PRACTICE  D-l) 


CALIFORNIA 
NEW  YORK 


55 


Use  of  Direct  Recipient 
Mailout  of  Questionnaires  to 
Detect  TPL 
(TPL  PRACTICE  D-2) 


TEXAS 


58 


Payment  of  Cost-Ef fective 
Health  Insurance  Premiums 
for  Medicaid  Recipients 
(TPL  PRACTICE  D-3) 


**  CALIFORNIA 
MINNESOTA 
NEW  YORK 

**  WASHINGTON 


59 


Third  Party  Information 
Reported  Via  the  Electronic 
Medicaid  Eligibility 
Verification  System  (EMEVS) 
(TPL  PRACTICE  D-4) 


*  NEW  YORK 


68 


5.     TPL  Identification  Through 
the  Automated  Intake  System 
(AIS) 

(TPL  PRACTICE  D-5) 


*  ILLINOIS 


70 


Use  of  the  Attorney  General's 
Office  in  Collection  of 
Medicaid  Recoverable  Dollars 
(TPL  PRACTICE  D-6) 


*  IDAHO 


71 


Tax  Equity  and  Fiscal  Responsibility 
Act  of  1982   (TEFRA)  Liens 
(TPL  PRACTICE  D-7) 


*  MARYLAND 


73 
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SECTION  I 
STATE  SUCCESSFUL  PRACTICES 


PART  D 

Management  Practices  (continued) 


Contributing  Page 
Title  of  Practice  States  Number 


8.  Use  of  Contingency  Fee  *  ALASKA  75 
Contractor  for  TPL 

Identification/Recovery 
(TPL  PRACTICE  D-8) 

9.  Coverage  of  Dependent  Children  *  ILLINOIS  78 
Not  Residing  in  Household  of  *  MINNESOTA 
Policyholder  *  OREGON 

(TPL  PRACTICE  D-9) 

10.  Medical  Insurance  Enforcement  *  OREGON  83 
(TPL  PRACTICE  D-10) 

11.  Authorization  for  State  Agency  *  ILLINOIS  90 
to  Enroll  Dependents  on  Absent  *  UTAH 

Parent  Employer  Related 
Insurance  Policy 
(TPL  PRACTICE  D-ll) 


SECTION  II 

STATE  SUCCESSFUL  PRACTICES  UNDER  DEVELOPMENT 


PART  A 

Implementation  of  Cost  Avoidance 
Method  of  Claims  Payments 
and  Cost  Avoidance  Practices 


NO  SUBMISSIONS 


xi 


SECTION  II 

STATE  SUCCESSFUL  PRACTICES  UNDER  DEVELOPMENT 


PART  B 

Recovery  Practices 


Title  of  Practice 


Contributing 
States 


Page 
Number 


Medicaid  Recovery  From 
Noncustodial  Parents 
Ordered  to  Provide  Medical 
Coverage 

(TPL  PRACTICE  B-l) 


*  MISSOURI 


95 


Computation  of  Insurance 
Benefits  Based  on  Billed 
Charges 

(TPL  PRACTICE  B-2) 


*  CONNECTICUT 


97 


PART  C 

Identification  of  Resources 


TPL  Identification  Through 
Crossmatch  With  the  BEERS 
(Beneficiary  Earnings 
Exchange  Record)  Data  Exchange 
(TPL  PRACTICE  C-l) 


*  ILLINOIS 


99 


2.    Medical  Support/Employer's 
Verification  of  Dependent 
Coverage 

(TPL  PRACTICE  C-2) 


*  ILLINOIS 


100 


Verified  TPL  Detection 
Through  Wage  Clearances 
(TPL  PRACTICE  C-3) 


*  CONNECTICUT 


101 


Implementation  of  Motor 
Vehicle  Data  Match 
(TPL  PRACTICE  C-4) 


*  OREGON 


103 
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SECTION  II 

STATE  SUCCESSFUL  PRACTICES  UNDER  DEVELOPMENT 


PART  D 

Management  Practices 


Contributing  Page 
Title  of  Practice  States  Numbei 


1.     Personal  Computer  Program 

to  Determine  Cost  Benefit  of 
Purchasing  Insurance  Premiums 
(TPL  PRACTICE  D-l) 


2.     Computerized  Recipient  Claims 
Payments  to  Expedite 
Re  i  mbu  r  s  erne  n  t 
(TPL  PRACTICE  D-2) 


3.     Use  of  Reference  Files 

in  TPL  Editing  (TPL  Matrix) 
(TPL  PRACTICE  D-3) 


4 .     Health  Expense  Recovery 
Operations  System  (HEROS) 
(TPL  PRACTICE  D-4) 


SECTION  III 
MODEL  LEGISLATION 


1.     Subrogation  Rights  of 
Medicaid  Agencies 


2.     Coendorsement  of  Insurance  WASHINGTON  133 

Checks  by  Providers 


xiii 


*  NEW  YORK  106 


*  WASHINGTON  108 


*  ALABAMA  109 


*  OKLAHOMA  111 


ARKANSAS  11* 

INDIANA  118 

MICHIGAN  122 

**  MINNESOTA  125 

**  MISSOURI  126 

OHIO  128 

WASHINGTON  130 


SECTION  III 
MODEL  LEGISLATION 

(continued) 


Contributing  Page 
Title  of  Practice  States  Numbei 


Third  Party  Insurers  Must 
Cooperate  With  State  Medicaid 
Agency's  Efforts  to  Identify 
Insurance  Coverage  Available 
to  Medicaid  Recipients 

Adjudicated  Parents  Must 
Execute  and  Deliver  Any 
Instruments  Necessary  to 
Assure  the  Timely  Payment 
of  the  Dependent • s ( s  * ) 
Health  Insurance  Claims 


**  MISSOURI 
NEW  YORK 
OHIO 


NEW  YORK 


134 
137 
137 


138 


Model  Support  Enforcement 
Through  Employer  Withholding 
Requirements 


MINNESOTA 


139 


6.     Required  Attorney  Notification 
to  Medicaid  State  Agency 


*  KENTUCKY 

*  MAINE 


140 
140 


Establish  Liability  for  Medical 
Expenses  for  Children  (House  Bill 
352-1990) 


*  UTAH 


142 


Medical  Benefits  Recovery  Act 
(Priority  Lien) 


*  UTAH 


143 


Direct  Issuance  of  Insurance 
Payments  and  Denials  to  Medicaid 
Providers 


*  MINNESOTA 


144 


xiv 


ADDITIONAL  LEGISLATION  IS  INCLUDED 
WITH  THE  FOLLOWING  STATE  SUCCESSFUL  PRACTICES 
CONTAINED  IN  SECTION  I 


Contributing 

Title  of  Practice  States 


Probate  Recoveries  From 
Estates  of  Deceased  Recipients 
(TPL  PRACTICE  B-l) 


CALIFORNIA 
MARYLAND 

**  MISSOURI 
MONTANA 
NEW  JERSEY 

**  NEW  YORK 
OREGON 

**  WASHINGTON 


Identification  of  TPL 
Through  Employer  Quarterly 
Reports  (House  Bill  2142) 
(TPL  PRACTICE  C-7) 


*  OREGON 


Payment  of  Cost-Ef f ective 
Health  Insurance  Premiums 
for  Medicaid  Recipients 
(TPL  PRACTICE  D-3) 


**  CALIFORNIA 
MINNESOTA 
NEW  YORK 

**  WASHINGTON 


Coverage  of  Dependent 
Children  Not  Residing  in 
Household  of  Policyholder 
(TPL  PRACTICE  D-9) 


*  ILLINOIS 

*  MINNESOTA 

*  OREGON 


Medical  Insurance  Enforcement 
(TPL  PRACTICE  D-10) 


*  OREGON 


Authorization  for  State  *  ILLINOIS 

Agency  to  Enroll  Dependents  *  UTAH 

on  Absent  Parent  Employer 
Related  Insurance  Policy 
(House  Bill  349) 
(TPL  PRACTICE  D-ll) 


xv 


SECTION  IV 
STATE  TPL  TRAINING 


Contributing  Page 
Title  of  Practice  States  Number 


1.  State  TPL  Training  ARKANSAS  147 

**  CALIFORNIA  147 

HAWAII  148 

**  INDIANA  149 

KENTUCKY  149 

**  OREGON  149 

PENNSYLVANIA  150 

2.  State  TPL  Information  *  ILLINOIS  152 
Material 

3.  State  TPL  Training  Videos  *  CALIFORNIA  155 

*  NEW  YORK  155 

*  OREGON  155 


SECTION  V 
STATE  TPL  FORMS 


1.  Medicaid  TPL  Intake                                       ALABAMA  159 

ARKANSAS  160 

**  COLORADO  162 

FLORIDA  164 

**  ILLINOIS  174 

INDIANA  178 

**  NEW  JERSEY  179 

**  OREGON  181 

2.  Followup/TPL  FLORIDA  .  183 
Identification                                          **  ILLINOIS  184 

3.  Followup/TPL  ALABAMA  187 
Identification  Resulting  **  ILLINOIS  189 
From  Data  Matches 


xvi 


SECTION  V 
STATE  TPL  FORMS  (continued) 


Contributing  Page 
Title  of  Practice  States  Number 


4.  Casualty/Accident 
Questionnaires 

5.  Medical  Assistance 
Termination  Notice 

6.  IV-D/TPL  Inquiry 
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SECTION  I 
STATE     SUCCESSFUL  PRACTICES 

PART  A 


mplementation    of    Cost  Avoidanc 
Method    of    Claims    Payment  and 
Cost    Avoidance  Practices 


SECTION  I  -  TPL  PRACTICE  A-l 


Implementation  of  the  Cost  Avoidance 
Method  of  Claims  Payment 


A LAMA MA 
FLORIDA 
WASHINGTON 


1.  Abstract  -  Federal  regulations  published  on  November  12,  1985, 
require  State  Medicaid  agencies  to  use  the  cost  avoidance  method 
of  payment  in  circumstances  in  which  they  have  established  the 
probable  existence  of  third  party  liability  at  the  time  a  claim 
is  filed.  The  regulation  applies  to  all  claims  processed  on  or 
after  May  12,  1986,  unless  a  waiver  was  requested  from,  and 
approved  by,  the  HCFA  regional  office.  Except  for  services 
excluded  through  a  waiver,  or  specifically  excepted  by  Federal 
regulation,  States  must  cost  avoid  claims  if  the  probable 
existence  of  TPL  has  been  established  at  the  time  the  claim  is 
filed.  The  effectiveness  of  the  cost  avoidance  process  hinges 
in  large  part  on  the  accuracy  of  the  TPL  data  base.  States' 
approaches  in  developing  a  TPL  data  base  depend  upon  the 
availability  of  data  management  support,  specifics  contained  in 
the  data  base,  and  cooperation  from  the  health  insurance 
industry.  Many  States  have  an  excellent  TPL  data  base  and  cost 
avoidance  system.  We  have  chosen  to  describe  three  State 
practices  in  this  Guide,  with  particular  emphasis  on  developing 
a  TPL  data  base. 

2.  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  impacts  upon  the  entire  case  universe. 

2 . 2  Savings : 


Unknown  ALABAMA 
Unknown  FLORIDA 
$27,279,279   (SFY  89)  WASHINGTON 


3. 


Ongoing,  Operational  Annualized  Cost 


Unknown  ALABAMA 
Unknown2  FLORIDA 
$96,000  WASHINGTON 


^osts  cannot  be  separated  from  the  payments  to  the  fiscal  agent. 


System  cannot  identify  on-going  costs. 
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SECTION  I  -  TPL  PRACTICE  A-l  (continued) 


4.  Implementation  Costs /Times 

Unknown3  6  Months  ALABAMA 

$230,000  6  Months  FLORIDA 

Unknown4  6  Months  WASHINGTON 

implementation  was  part  of  the  Medicaid  Management  Information 
System  (MMIS)  development.     Costs  cannot  be  isolated. 

implementation  costs  cannot  be  determined  at  this  time. 


5.  State  Specific  Features 
ALABAMA 

Alabama's  cost  avoidance  system  was  developed  in  1980/  and  is 
based  upon  a  comprehensive  TPL  data  base.  The  data  base,  also 
known  as  the  policy  file,  contains  in  excess  of  50,000  person 
specific  records  containing  health  insurance  data. 

When  the  Third  Party  Section  learns  of  potential  health 
insurance,  an  insurance  code  is  added  to  the  eligibility  file. 
This  code,  when  used  alone,  means  that  the  insurance  has  not 
been  verified.  The  code  specifically  identifies  five  carriers; 
all  other  carriers  are  identified  as  "other".  This  code  is  used 
in  claims  processing  to  identify  claims  that  may  need  to  be 
filed  with  the  insurance  carrier  once  verification  of  coverage 
is  received.  After  the  insurance  code  is  added,  an  automated 
letter  is  generated  to  the  insurance  company  or  employer 
requesting  verification  of  coverage.  At  the  same  time,  an 
automated  suspense  file  is  created  for  followup  to  the  insurance 
company/employer  if  no  reply  is  received  within  a  specified 
period . 

When  verifications  are  received,  they  are  reviewed  for  accuracy, 
batched,  and  a  record  is  added  to  the  policy  file.  An 
additional  code  is  added  to  the  eligibility  file  designating 
that  coverage  has  been  verified. 

Policy  file  records  identify  specific  policy  information  to 
insure  that  claims  are  cost  avoided  with  a  minimum  of  errors. 
Each  record  identifies  such  policy  information  as  policy  number, 
policyholder,  and  effective  dates.  Limitation  codes  identify 
policies  covering  only  cancer  or  accident  diagnosis  as  well  as 
Medicare  supplemental  policies,     h  source  code  identifies  how 
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SECTION  I  -  TPL  PRACTICE  A-l  (continued) 


the  third  party  information  was  referred;  i.e.,  by  Aid  to 
Families  of  Dependent  Children  (AFDC)  or  Supplemental  Security 
Income  (SSI)  caseworkers,  specific  data  matches,  court-ordered 
absent  parent  insurance,  etc.  It  can  be  used  as  a  management 
tool  to  identify  the  effectiveness  of  third  party  referral 
sources  as  well  as  claims  processing  edits  for  title  IV-D 
related  coverage. 

Policy  file  records  are  very  specific  in  terms  of  coverage. 
There  are  20  coverage  fields  which  are  defined  using  one  or  more 
of  the  following:  Diagnosis  and  procedure  codes,  types  of 
service,  place  of  service,  and  provider  number  format.  Claims 
submitted  to  Medicaid,  which  meet  the  criteria  for  a  covered 
service  under  a  policy  and  have  not  been  filed  with  the  third 
party,  are  denied  and  returned  to  the  provider  with  instructions 
to  file  with  the  third  party. 

FLORIDA 

While  Florida  recently  passed  legislation  providing  for  data 
matching  with  insurance  companies,  health  maintenance 
organizations  (HMO),  and  preferred  provider  organizations  (PPO), 
that  legislation  is  yet  to  be  implemented,  and  the  majority  of 
information  on  TPL  resources  comes  from  Medicaid  recipient 
questionnaires  completed  by  caseworkers  during  eligibility 
determination  and  redetermination  interviews,  and  from 
questionnaires  completed  by  SSI  recipients. 

Those  questionnaires  provide  information  on  the  Medicaid 
recipient,  the  third  party  resource(s)  and  the  departmental 
unit/employee  submitting  the  document.  Upon  receipt,  the 
Medicaid  third  party  unit  enters  the  information  into  the 
Florida  Medicaid  Information  System  (FMIS) .  Within  FMIS,  the 
TPL  information  is  maintained  by  recipient,  policy  number, 
coverage  type  and  effective  date.  A  special  code  identifies 
the  TPL  resources  maintained  by  absent  parents  (IV-D). 

Once  entered  into  FMIS,  a  verification  indicator  is  used  to 
determine  whether  the  TPL  resource  is  one  of  the  following: 
Newly  entered  and  unverified,  verified  as  valid  and  available 
for  cost  avoidance,  verified  as  not  in  force  or  invalid 
information,  or  trauma-related  with  specific  selective  coverage. 

A  five  digit  alpha/numeric  code  has  been  assigned  to  each  TPL 
carrier  maintained  in  FMIS.  Monthly,  all  TPL  resources  with 
verification  indicators  of  1,  and  which  have  been  on  file  for 
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SECTION  I  -  TPL  PRACTICE  A-l  (continued) 


less  than  30  days  or  more  than  90  days,  are  sorted  and  printed 
by  carrier,  policy  number  and  individual  covered.  Various  other 
pertinent  information  also  appears  on  these  printouts,  which  are 
mailed  with  cover  letters  to  the  appropriate  carriers  by  the  TPL 
unit.  The  window  between  30  and  90  days  is  excluded  to  allow 
the  carriers  sufficient  time  to  respond  to  the  first  request 
before  another  one  arrives. 

When  returned  to  the  TPL  unit,  these  turnaround  documents  are 
used  to  change  the  verification  indicators  in  FMIS  to  either  a 
2  or  3.  Either  of  these  changes  results  in  an  appropriate 
notice  being  system-generated  for  submittal  back  to  the 
caseworker.  Only  those  TPL  resources  with  a  verification 
indicator  of  2  are  used  by  the  claims  processing  system  for  cost 
avoidance.  Various  statistical  management  reports  are  produced 
from  this  verification  process.  Provided  to  the  IV-D  agency  is 
a  report  of  all  IV-D-identif ied  coverage  which  lapsed  or 
contained  invalid  information  (verification  indicator  3). 

The  monthly  Medicaid  ID  cards  show  all  verified  TPL  resources 
using  the  codes  previously  mentioned.  Medicaid  providers  have 
been  instructed  and  trained  to  convert  those  codes  (carrier  and 
coverage)  to  meaningful  data  by  using  billing  manuals  provided 
by  the  Medicaid  fiscal  agent.  They  have  also  been  instructed 
that  they  must  bill  those  TPL  resources  prior  to  Medicaid  if  a 
likelihood  exists  that  the  TPL  resource  will  pay  for  the 
services  provided. 

During  claims  processing,  every  claim  not  having  a  third  party 
indicator  is  systematically  examined  for  the  availability  of 
verified  TPL  resources  for  the  recipient  appearing  on  the  claim. 
Within  the  claims  processing  system,  a  matrix  relates  the  claim 
being  processed  (provider  type,  invoice  type,  and  procedure 
code)  to  the  verified  TPL  resource(s)  available  for  an  action. 
The  appropriate  action  of  either  pay,  pend,  deny,  or  pay  and 
list  is  then  carried  out.  (Pay  and  list  is  presently  used  only 
in  conjunction  with  EPSDT,  prenatal  and  drug  claims  and  TPL 
resources  maintained  by  IV-D  absent  parents . ) 

Claims  which  have  been  billed  to  and  denied  by  the  TPL  resource 
must  be  submitted  with  a  copy  of  the  denial  for  proper 
processing  by  the  Medicaid  fiscal  agent.  Those  claims  are 
pended  for  clerical  review  and  disposition  by  the  TPL  unit. 
When  necessary,  the  FMIS  TPL  resource  file  is  updated  at  that 
time  (e.g.;  cancellation  of  coverage). 
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SECTION  I  -  TPL  PRACTICE  A-l  (continued) 


All  matrix  action  codes  of  pay  and  list  result  in  the  paid 
claims  information  being  accumulated  for  monthly  carrier 
billings.  The  system  also  processes  all  newly  verified  TPL 
resources  against  paid  claims  histories  and  extracts  those  paid 
claims  which  would  have  been  cost  avoided.  Those  monthly 
billings  are  sorted  by  insurance  carrier  and  policy  number  and 
contain  other  pertinent  information.  These  billings  are  mailed 
by  the  TPL  unit  directly  to  the  carriers  with  cover  letters  in 
a  manner  similar  to  the  verification  turnaround  document 
process . 

WASHINGTON 

When  TPL  is  probable,  the  submitted  claim  is  denied  and  a 
remittance  advice  is  sent  to  the  provider  giving  him/her  the 
name  and  address  of  the  insurance  carrier,  the  name  and  Social 
Security  Number  (SSN)  of  the  insured,  and  the  policy  number. 

Resubmitted  claims  utilize  a  "claim  adjustment"  form  which 
facilitates  tracking  the  original  against  the  resubmission. 
When  an  adjustment  comes  in  after  a  claim  was  finalized  (denied, 
paid  in  full,  or  paid  in  part),  the  original  entry  in  the 
history  file  is  modified  to  reflect  actions  by  insurers.  Dollar 
savings  are  tracked  from  submitted  claims  and  adjustments,  based 
on  the  amount  actually  paid  by  the  insurance  carrier.  Denied 
claims,  which  are  not  resubmitted,  are  assumed  to  be  fully  cost 
avoided  at  the  Medicaid  allowable  rate. 
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SECTION  I  -  TPL  PRACTICE  A-2 


Advance  Warning  Report  to  Ensure  CALIFORNIA 
Timely  Enrollment  in  Medicare  NEW  YORK 

1.  Abstract  -  Each  month  the  Medicaid  eligibility  systems  in 
California  and  New  York  produce  lists  of  Medicaid  recipients 
who  will  reach  their  65th  birthday  in  3  months'  time.  Upon 
receipt  of  the  lists,  county  workers  are  responsible  for 
communicating  with  each  recipient  and  urging  him/her  to  apply 
for  Medicare  benefits  timely.  Once  the  recipient  is  enrolled 
in  Medicare,  that  fact  is  recorded  in  the  TPL  file  of  the 
State's  claims  processing  system. 

While  this  practice  operates  as  part  of  a  sophisticated  data 
processing  environment,  it  could  easily  be  adapted  to  a 
partially  or  totally  manual  operation  as  long  as  a  date  of  birth 
tickler  file  can  be  established.  Most  States  should  have  no 
problem  generating  the  warning  list  by  computer,  but  this  is  not 
essential . 

2.  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  every  recipient  who 
is  within  3  months  of  his  or  her  65th  birthday. 

2.2  Savings: 

It  is  not  possible  to  estimate  the  value  of  dollar  savings 
directly  attributed  to  this  practice.  (New  York  estimates 
that  for  each  recipient  who  fails  to  apply  for  Medicare 
benefits,  approximately  $3,200  of  Title  XIX  funds  are 
overpaid  each  year.) 

2.3  Other  Benefits: 

This  practice  enables  the  State  agency  to  keep  track  of 
all  recipients  who  are  about  to  become  eligible  for 
Medicare  and  to  assure  that  they  are  aware  of  their 
eligibility.  In  addition,  should  any  recipient  fail  to 
apply,  the  agency  will  be  aware  of  that  omission  and  be 
in  a  position  to  deal  with  it. 
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SECTION  I  -  TPL  PRACTICE  A-2  (continued) 


Reminding  recipients  of  their  coming  Medicare  eligibility 
90  days  prior  to  their  65th  birthday  enables  them  to  apply 
on  the  earliest  date  allowed  and  leaves 

3.  Ongoing,  Operational/  Annualized  Cost 

Unknown1  CALIFORNIA 

$2,300  NEW  YORK 

^ost  cannot  be  isolated  from  total  eligibility  system 
operating  costs. 

4.  Implementation  Costs /Times 

Unknown  Unknown  CALIFORNIA 

$2,900  6  Months  NEW  YORK 


5.  State  Specific  Features 


CALIFORNIA 

California's  eligibility  system  tracks  the  identity  of  the 
caseworker  assigned  to  each  recipient.  The  Medicare  enrollment 
warning  reports  are,  therefore,  directed  to  individual 
caseworkers  who  initiate  action  to  ensure  that  each  recipient 
makes  an  application  for  Medicare  coverage  or,  if  the  recipient 
already  has  a  Medicare  Health  Issuance  (HI)  claim  number, 
submits  a  change  to  update  the  eligibility  files. 


NEW  YORK 

New  York's  eligibility  system  tracks  recipients  by  county  of 
residence.    Medicare  enrollment  warning  reports  are  directed  to 
county    offices     where    they    are     reassigned    to  individual 
caseworkers . 
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SECTION  I  -  TPL  PRACTICE  A- 3 


Cost  Avoidance  of  Accident  Claims  *  NEW  HAMPSHIRE 

1.  Abstract  -  Current  HCFA  instructions  require  that,  after  the 
State  has  paid  accident  and  diagnosis/trauma  claims,  it  must 
initiate  possible  recovery  within  45  days  for  any  claim  above 
the  State's  approved  threshold,  as  specified  in  the  State  plan. 
New  Hampshire,  however,  cost  avoids  accident  claims.  The  MMIS 
contractor  suspends  payment  on  any  claim  that  has  any  indication 
of  accident;  the  TPL  unit  reviews  the  claims  within  48  hours 
and,  claims  which  are  not  cleared  for  payment,  are  held  while 
the  recovery  system  is  initiated.  This  includes  contact  with 
the  recipient,  identification  of  the  responsible  insurer, 
contact  with  attorneys,  and  followup  on  all  claims  resulting 
from  the  injury.  Providers  are  instructed  to  forward  future  and 
continuing  treatment  bills  directly  to  insurers  or  attorneys, 
as  applicable.  The  MMIS  monitors  all  bills  for  involved 
recipients  until  all  issues  are  finally  settled. 

2.  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  impacts  on  that  part  of  the  caseload 
requiring  medical  treatment  as  the  result  of  an  accident, 
and  involves  about  1.6  percent  of  total  claims  processed. 

2.2  Savings: 

Savings  are  measured  in  terms  of  dollars  cost  avoided 
($138,000),  and  recoveries  from  accident  settlements 
($310,000).  No  comparison  to  a  "pay  and  chase"  system  is 
possible . 

2.3  Other  Benefits: 

In  addition  to  cost  avoiding  thousands  of  dollars  worth 
of  claims,  New  Hampshire  has  determined  that  early  pursuit 
of  accident  claims  results  in  greater  likelihood  of 
identifying  and  collecting  from  liable  third  parties. 
Also,  the  efficiency  of  cost  avoiding  results  in  staff 
savings  with  regard  to  time  and  money. 
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SECTION  I  -  TPL  PRACTICE  A- 3  (continued) 


3 .  Ongoing,  Operational ,  Annualized  Cost 

$30,000  (TPL  Staff)   (System  cost  -  unknown) 

4.  Implementation  Cost/Time 

The  cost  is  unknown  because  it  cannot  be  isolated  from  the 
total  cost  for  the  fiscal  agent.  The  time  also  cannot  be 
determined  because  an  ongoing  system  was  enhanced  when 
New  Hampshire  contracted  with  the  fiscal  agent.  The  best 
estimate  is  3  -  6  months. 
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SECTION  I 
STATE     SUCCESSFUL  PRACTICES 

I>ART  B 


SECTION  I  -  TPL  PRACTICE  B-l 


Probate  Recoveries  from  Estates  CALIFORNIA 
of  Deceased  Recipients  MARYLAND 

**  MISSOURI 
MONTANA 
NEW  JERSEY 
**  NEW  YORK 

OREGON 
**  WASHINGTON 


1.  Abstract  -  Most  States  apply  SSI  criteria  to  real  property 
resources  in  determining  the  financial  eligibility  of  aged 
Medicaid  applicants/recipients.  Thus,  they  generally  exclude 
the  value  of  property  that  is  utilized  as  the  residence  of  the 
recipient  or  a  dependent  family  member  from  the  financial 
computation.  Several  such  States,  however,  track  the  value  of 
such  property  through  probate  upon  the  death  of  the  recipient 
and  attempt  to  obtain  repayment  for  the  cost  of  services  given 
to  the  recipient  prior  to  his  or  her  death  from  any  proceeds 
accruing  to  the  estate  of  the  deceased  through  sale  or  transfer 
of  the  property.   (See  42  CFR  433.36.) 

The  State  Data  Exchange  (SDX)  includes  a  death  indicator.  Also, 
the  Social  Security  Administration  (SSA)  has  developed  a 
national  Death  Master  File.  SSA  district  offices  have  the 
capability  to  query  the  file.  States  may  make  arrangements  with 
SSA  to  receive  copies  of  the  Death  Master  file  and  updates. 
States  interested  in  obtaining  more  information  should  contact: 

Jo  Anne  Harris,  Match  Manager 
SSA  Death  Master  File 

Office  of  Retirement  and  Survivors  Insurance 

Social  Security  Administration 

Room  3-A-21,  Operations  Building 

6401  Security  Boulevard 

Baltimore,  Maryland  21235 

(301)  965-7970 

2.  Impact  of  Practice 

2.1      Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  every  aged  Medicaid 
recipient  who  owns  property  that  has  been  excluded  under 
State  eligibility  rules.  It  can  also  be  applied  to  the 
non-aged  population  if  institutionalized  services  were 
paid  by  Medicaid. 
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SECTION  I  -  TPL  PRACTICE  B-l  (continued) 


2 . 2  Savings : 

$22  Million  CALIFORNIA 

$1.3  Million  MARYLAND 

$500,000  MISSOURI 

$220,000  MONTANA 

$695,000  NEW  JERSEY 

Unknown1  NEW  YORK 

$5.5  Million  OREGON 

$24,500  WASHINGTON 

1Savings  are  not  segregated  by  type  of  recovery. 

2.3  Other  Benefits: 

In  addition  to  yielding  a  large  return  in  recovered 
program  expenditures,  this  practice  also  appears  to  have 
a  minor  deterrent  effect  in  discouraging  applicants  with 
property  from  applying  for  Medicaid  to  cover  nursing  home 
care.  Many  potential  applicants  (or  their  relatives) 
prefer  not  to  have  the  State  agency  file  probate  claims 
against  the  applicant's  estate  and  they  decide  not  to 
apply  for  Medicaid  to  avoid  such  actions . 

It  is  worth  noting  that  States  presently  have  the  option 
under  42  CFR  433.36  to  place  liens  against  the  residential 
property  of  a  recipient  while  he  or  she  is  still  alive. 
The  States  referred  to  here,  however,  believe  that 
delaying  the  filing  of  a  claim  against  the  value  of  a 
recipient's  real  property  until  he  or  she  is  deceased 
avoids  highly  sensitive  questions  concerning  the  rights 
and  the  dignity  of  the  individual,  without  materially 
affecting  the  eventual  value  of  the  State's  claim  or  the 
ability  of  the  State  agency  to  recover  Medicaid  payments. 

3 .        Ongoing  Operational,  Annualized  Cost 

$1.2  Million  CALIFORNIA 

$116,743  MARYLAND 

Unknown  MISSOURI 

$10,000  MONTANA 

Unknown2  NEW  JERSEY 

Unknown  NEW  YORK 

$437,000  OREGON 

Unknown  WASHINGTON 

2  , 

New  Jersey  does  not  track  the  cost  of  this  practice 
apart  from  other  recovery  effort -3. 
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SECTION  I  -  TPL  PRACTICE  B-l  (continued) 


4. 


Implementation  Costs/Times 


Unknown3  Unknown 

Unknown  18  Months 

Unknown3  Unknown 

None  None 


Unknown3  Unknown 

Unknown  Unknown3 

Unknown3  Unknown 

Unknown  Unknown 


CALIFORNIA 
MARYLAND 
MISSOURI 
MONTANA 
NEW  JERSEY 
NEW  YORK 
OREGON 
WASHINGTON 


3In  California,  Missouri,  New  Jersey,  and  Oregon  probate  recovery 
activities    evolved    over   many   years,    and    it    is    not    possible  to 
estimate  the  cost  of  implementation. 


State  Specific  Features 
CALIFORNIA 

California  matches  the  "Discontinue  Due  to  Death  Flag"  from  each 
recipient's  eligibility  record  against  the  State  agency's  vital 
statistics  and  master  eligibility  files  to  verify  that  a 
recipient  is  deceased  and  to  identify  client  resources  that  may 
be  subject  to  a  recovery  claim  by  the  State.  A  computer- 
generated  letter  reguesting  information  on  the  assets  of  the 
deceased  recipient  is  then  sent  to  next  of  kin  identified  in 
State  files.  In  addition  a  Statewide  microfiche  listing  of  all 
real  property  is  reviewed  as  a  test  of  the  integrity  of  the 
response.  California  legislation  reguires  attorney  notification 
in  cases  where  a  Medicaid  recipient's  estate  is  being  probated. 
California  seeks  repayment  of  the  cost  of  all  medical  services 
provided  to  the  recipient  after  his/her  65th  birthday,  provided 
there  is  no  surviving  spouse,  minor  children,  or  blind  or 
disabled  children. 

MARYLAND 

In  1976,  State  legislation  was  enacted  granting  statutory 
authority  to  make  estate  claims  in  accordance  with  applicable 
Federal  laws.  Effective  in  1979,  the  Registrar  of  Wills 
periodically  notifies  the  third  party  recovery  unit  of  all 
estates  opened  in  Maryland.  Timely  notification  permits  the 
State  to  file  estate  claims.  Maryland  implemented  TEFRA  liens 
in  1986. 
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SECTION  I  -  TPL  PRACTICE  B-l  (continued) 


MISSOURI 

In  1977,  State  legislation  was  enacted  granting  statutory 
authority  to  make  decedent  estate  claims  to  recover  public 
assistance  payments.  Notification  is  achieved  in  two  ways. 
First,  by  a  death  match  report  from  the  Bureau  of  Vital 
Statistics  against  the  Department  of  Social  Services  recipient 
file.  The  match  reports  are  sent  to  county  offices,  after  which 
the  appropriate  probate  court  records  are  reported  and  sent  back 
to  the  Division  of  Legal  Services  for  claim  filing.  Second, 
notification  is  received  directly  from  personal  representatives, 
attorneys,  or  public  administrators.  Claims  are  filed  and  cash 
only  settlements  or  payments  are  received. 

MONTANA 

State  agency  staff  keypunches  identification  data  for  all 
Medicaid  recipients  who  appear  in  the  paid  claims  history  file, 
and  prepares  a  tape  that  is  matched  against  State  mortality 
records.  "Hits"  are  then  reviewed  for  possible  recoveries  from 
the  estates  of  deceased  recipients.  This  allows  identification 
of  both  current  and  former  Medicaid  recipients  who  have  an 
outstanding  public  assistance  debt. 

Montana  State  law  allows  public  administrators  to  initiate 
probate  actions  whenever  they  are  not  started  by  some  other 
party.  The  State  agency  can  then  file  for  reimbursement  of 
previously  paid  medical  claims. 

NEW  JERSEY 

The  New  Jersey  Medicaid  Program  extends  its  probate  recovery  to 
the  estates  of  all  recipients,  whether  they  resided  in  a  nursing 
home  or  in  the  community.  The  eligibility  records  of  long-term 
care  recipients  are  reviewed  by  the  Medicaid  agency  for  property 
or  other  assets,  while  the  estates  of  community  recipients  are 
sent  a  request  for  information  such  as  the  name  of  the  estate 
attorney.  Under  New  Jersey  State  law,  the  criteria  for  pursuing 
probate  recovery  are:  (1)  recipient  is  at  least  age  65,  (2)  the 
estate's  value  is  at  least  $3,000,  and  (3)  there  were  Medicaid 
payments  of  at  least  $500.  Due  to  a  recent  court  decision,  if 
there  is  a  surviving  spouse  or  a  natural  or  adopted  child  of  any 
age,  the  State  is  barred  from  making  a  claim  against  the  State. 
Also,  under  State  statute,  the  Medicaid  agency  is  empowered  to 
file  liens  against  all  estates  that  meet  these  criteria.  Such 
liens  have  the  force  and  effect  of  a  docketed  judgement  in  the 
State  Superior  Court. 
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SECTION  I  -  TPL  PRACTICE  B-l  (continued) 


NEW  YORK 

An  Estate  Detection  Report  is  produced  on  a  monthly,  county- 
specific  basis  after  receipt  of  the  SDX  tape.  It  prints  SDX 
information  for  only  those  recipients  over  65  for  which  the  SDX 
tape  indicates  both  a  death  code  and  either  a  house/income 
producing  property,  or  both,  as  a  resource  code. 

The  report   is  mailed  to  local  districts  where   it   is  used  to 
investigate  and  potentially  recover  funds. 

OREGON 

Oregon  files  a  priority  claim  on  the  estate  of  every  deceased 
recipient  65  or  over,  or  upon  the  death  of  any  surviving  spouse, 
as  long  as  there  are  no  surviving  children  under  21  years  of 
age,  and  blind  or  permanently  and  totally  disabled  individuals 
(using  SSI  rules).  The  amount  of  the  claim  covers  all  Medicaid 
services  received  since  the  recipient's  65th  birthday  and  all 
State  supplemental  cash  assistance  paid  to  disabled  recipients. 

The  claim  is  filed  both  with  an  attorney  or  other  individual 
responsible  for  the  disposition  of  the  estate  and  with  the  court 
in  which  the  estate  is  to  be  settled.  The  State  considers  the 
process  to  be  virtually  foolproof,  in  the  sense  that  every 
available  resource  is  captured  with  minimal  effort. 

WASHINGTON 

In  1987,  State  legislation  was  enacted  granting  statutory 
authority  to  make  claims  against  the  estate  in  accordance  with 
applicable  Federal  laws. 

After  the  death  of  a  recipient,  a  lien  may  be  filed  against 
their  real  property  or  a  creditor's  claim  may  be  filed  in 
probate  action  except  (1)  when  there  is  a  surviving  spouse  or 
surviving  minor  or  dependent  child,  or  (2)  when  there  are 
surviving  adult  children,  recovery  will  be  limited  to  35  percent 
of  any  estate  value  in  excess  of  $50,000. 

A  monthly  listing  of  deceased  medical  assistance  recipients  is 
received  and  the  cases  are  researched  to  determine  if  the  State 
has  a  claim  within  the  parameters  of  the  statute.  Investigation 
is  done  to  determine  if  there  is  a  surviving  spouse  or  surviving 
children,  and  their  ages,  to  determine  if  there  is  property  or 
other  assets,  and  to  gather  legal  descriptions,  property  values, 
and  probate  information. 
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SECTION  I  -  TPL  PRACTICE  B-l 


After  the  investigation  and  research  is  completed,  the 
information  is  analyzed,  and  if  the  filing  or  a  lien  or 
creditor's  claim  is  appropriate,  it  is  then  filed. 

This  is  a  relatively  new  program  in  the  State  of  Washington, 
and,  because  of  the  timeframes  involved  in  completing  probate 
actions  and  disposing  of  real  property,  the  dollar  recovery 
amount  is  growing  slowly.  However,  the  value  of  the  liens  and 
claims  filed  each  month  is  increasing,  and  recovery  is  expected 
to  increase  accordingly. 
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SECTION  I  -  TPL  PRACTICE  B-2 


Release  of  Information  by  Providers  ALABAMA 

ILLINOIS 
IOWA 
OHIO 

PENNSYLVANIA 


1.  Abstract  -  Casualty  related  third  party  resources  not  known  to 
the  State  may  be  identified  through  requests  for  medical  reports 
and  bills  received  by  providers  from  attorneys,  insurance 
companies  and  other  parties.  Some  State  require  providers  to 
contact  the  State  agency  before  responding  to  such  requests  from 
insurance  companies,  attorneys,  and  other  third  parties.  Some 
of  these  States  control  all  such  responses  directly  while  others 
allow  the  providers  to  respond  after  referring  the  request  to 
the  agency  for  TPL  followup. 

States  use  this  practice  as  a  "safety  net"  to  catch  what  other 
identification  procedures  miss. 

2 .  Impact  of  Practice 

2.1    Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  the  entire  case 
universe . 


2.2  Savings: 


$300,000 
Unknown 
Unknown 
$4.3  Million 
$4.2  Million 


ALABAMA 
ILLINOIS 
IOWA 
OHIO 

PENNSYLVANIA 


lIowa  cannot  track  specific  savings  from  this  practice;  however,  a 
substantial  portion  of  its  casualty  recoveries  are  obtained  in  this 
way. 


2.3    Other  Benefits: 

In  addition  to  producing  hard  recoveries,  this  practice  has 
a  positive  effect  in  terms  of  sensitizing  providers, 
attorneys,  casualty  firms,  and  recipients  to  Medicaid's 
third  party  rules.  When  States  adopt  an  aggressive 
recovery  stance,  all  other  parties  involved  in  the  process 
tend,  over  time,  to  cooperate  voluntarily  with  State 
procedures  and  policies. 
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SECTI3N  I  -  TPL  PRACTICE  B-2  (continued) 


This  practice  also  improves  communications  between 
providers  and  State  agencies.  What  begins  as  a  mandated 
restriction  on  release  of  information  evolves  into  a 
two-way  inquiry/response  process  that  improves 
relationships  and  claims  processing  efficiency. 

Ongoing,  Operational/  Annualized  Cost 


Minimal 

$72,000 

None 

$707,000 

Unknown 


ALABAMA 
ILLINOIS 
IOWA 
OHIO 

PENNSYLVANIA 


Pennsylvania  is  unable  to  isolate  the  cost  of  this  practice. 


Implementation  Costs /Times 


None 

None 

$1,000 

None 

Minimal 


6  Months 

None 

8  Months 

None 

6  Months 


ALABAMA 
ILLINOIS 
IOWA 
OHIO 

PENNSYLVANIA 


State  Specific  Features 


ALABAMA 

Alabama  has  used  this  practice  since  1971  to  identify  TPL  missed 
by  trauma  edits  and  to  insure  that  trauma  claims  are  not  settled 
before  the  State  has  an  opportunity  to  intervene.  This  is 
mandated  by  rules  issued  by  the  State  agency. 


ILLINOIS 

All  requests  received  by  providers  for  copies  of  medical 
histories  and  bills  of  Medicaid  recipients  received  from 
attorneys,  insurance  company  representatives,  and  other  parties 
are  referred  to  the  Bureau  of  Collections  for  response.  The 
State  agency  conducts  ongoing  educational  efforts  emphasizing 
the  provider's  responsibility  to  refer  such  requests  to  the 
third  party  unit  so  that  potential  third  party  resources  may  be 
identified . 
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SECTION  I  -  TPL  PRACTICE  B-2  (continued) 


IOWA 

Iowa  uses  this  practice  to  catch  situations  that  are  missed  by 
trauma  edits  and  to  evaluate  the  effectiveness  of  those  edits. 
Iowa  also  views  this  practice  as  an  opportunity  to  educate 
providers  on  State  procedures  through  training  seminars. 
Additionally,  in  overcoming  resistance  from  the  Iowa  Hospital 
Association  on  additional  cost  and  reporting  burdens,  the  State 
agency  established  a  firm,  no-nonsense  posture  with  providers 
that  improved  the  overall  Medicaid  relationship.  The  addition 
of  a  provider  inquiry  telephone  line  also  has  enabled  providers 
to  resolve,  with  a  minimum  of  effort,  a  variety  of  questions 
which  arise. 

OHIO 

Ohio  uses  this  practice  as  a  primary  resource  identification 
tool  The  State  agency  follows  up  on  all  requests  for 
documentation  with  a  subrogation  letter  to  the  requesting 
attorney  or  liable  third  party.  Ohio  considers  this  practice 
to  the  most  efficient  way  to  utilize  scarce  personnel  resources 
to  identify  casualty  liability.  Initial  resistance  from 
attorneys  was  overcome  by  competent  and  timely  responses  by 
State  staff,  who  provided  the  requested  claims  documentation 
rapidly  to  all  parties  who  observed  State  procedures. 

PENNSYLVANIA 

Pennsylvania  requires  providers  to  send  all  requests  for 
documentation  to  the  State  agency.  The  agency  controls  all 
responses,  establishes  whether  a  recovery  situation  exists,  and 
provides  claims  documentation  after  its  case  is  established. 
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SECTION  I  -  TPL  PRACTICE  B-3 


Use  of  Computer  Generated  Payment  Histories  in 
Lieu  of  Invoices  for  Billing  Insurance  Companies 


ALABAMA 

ILLINOIS 

MICHIGAN 


WASHINGTON 


L.  Abstract  -  Working  with  the  Health  Insurance  Association  of 
America  (HIAA)  and  representatives  of  member  commercial 
insurance  companies,  the  State  agencies  in  Alabama,  California, 
Illinois,  Michigan,  and  Washington  designed  computer  claims 
histories  that  are  accepted  as  billing  documents  by  those  firms. 
This  enabled  the  agencies  to  retire  their  manual  processes  which 
reguired  hard  copies  of  invoices  photocopied  from  microfilm. 

HIAA  has  agreed,  in  principle,  to  accept  electronically  produced 
bills  from  all  State  agencies  and  many  BC/BS  Plans  also  have 
done  so.  State  agencies  should  contact  their  local  HIAA 
representative  and  BC/BS  management  to  negotiate  the  exact 
format  and  content  of  computer  generated  bills. 

2.       Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  the  entire  case 
universe . 

2.2  Savings: 


Represents  recoveries  on  prescription  drug  claims 
for  FY  88/89.     Alabama  recovers  33  percent  of  amounts 
billed  to  third  party  carriers. 

Illinois  savings  include  averted  State  agency  cost  (90  percent) 
and  averted  county  office  costs  (10  percent). 

Michigan's  estimated  cost  for  pulling  appropriate  hard  copy  bills. 
Washington's  savings  are  estimates  for  SFY  89. 


$281, 3601 
$900, 0002 
$69,5003 


$5,300,000* 


ALABAMA 

ILLINOIS 

MICHIGAN 


WASHINGTON 
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SECTION  I  -  TPL  PRACTICE  B-3  (continued) 


2.3    Other  Benefits: 

This  practice  represents  an  obvious  efficiency  for  any- 
State  that  utilizes  an  automated  claims  history  file.  In 
addition,  while  savings  are  recorded  only  in  terms  of 
directly  reduced  administrative  costs,  the  real  benefit  of 
this  practice  is  to  make  many  more  insurance  billings  and 
recoveries  cost  effective  than  would  be  otherwise. 


3.  ongoing.  Operational,  Annualized  Cost 

$  12,000  ALABAMA 

$200, 0005  ILLINOIS 

$  36,000  MICHIGAN 

$  48,000  WASHINGTON 

Illinois  coats  include  personnel  (40  percent)  and 
computer  usage  ( 60  percent ) . 

4.  Implementation  Costs/Times 

There  were  no  directly  attributable  implementation  costs 
in  any  of  the  referenced  States.  The  efforts  involved  in 
designing  the  reports  and  negotiating  with  insurance 
companies  was  considered  a  routine  part  of  the  TPL  Unit's 
functions.  In  Michigan,  California,  Illinois,  Alabama, 
and  Washington,  the  programming  reguired  to  generate  the 
report  was  part  of  the  MMIS  development  cost.  (In 
Washington,  the  report  was  actually  designed  as  part  of  an 
older  MMIS  system,  and  replicated  in  the  new  system  that 
was  installed  in  1982.) 


5.       State  Specific  Features 
ALABAMA 

Alabama  submits  guaterly  billings  to  insurance  companies.  This 
practice  was  implemented  in  1980  and  has  consistently  been  a 
cost  effective  and  easy  method  of  recovery  for  drug  claims. 


ILLINOIS 

The  automated  system  creates  about  30,000  billing  each  month. 
Hard  copy  is  sent  in  duplicate  to  the  carriers.  The  creation 
of  the  bill  also  creates  an  on-line  Accounts  Receivable  that 
includes  all  the  data  on  the  hard  copy  bill.  No  paper  claims 
are  retained  in  the  office.  Tape  alternatives  have  b»en  used 
with  several  carriers  and  for  Medicare  Part  "B". 
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SECTION  I  -  TPL  PRACTICE  C-l  (continued) 


NEW  YORK 

New  York  conducts  quarterly  matches  with  eight  BC/BS  plans  and  five 
commercial     insurance     carriers.  Besides     matching  Medicaid 

recipients,  absent  parents  who  are  paying  support  are  also  matched 
to  identify  health  insurance  for  their  dependents. 

PENNSYLVANIA 

Pennsylvania  conducts  matches  with  four  BC/BS  plans  in  the  State. 
RHODE  ISLAND 

Rhode  Island  conducts  and  matches  with  BC/BS  plans  in  the  State. 


.'SECTION  I  -  TPL  PRACTICE  B-4 


Hospital  Audits  Directed  at  **  ARKANSAS 

Detecting  Medicaid  Overpayments  FLORIDA 

**  NEW  MEXICO 
TEXAS 

1.  Abstract  -  There  is  a  common  perception  in  many  States  that 
hospitals  often  receive  insurance  payments  for  the  services 
that  are  paid  by  Medicaid  which,  for  a  variety  of  reasons,  do 
not  result  in  refunds  to  the  State  agency.  Some  States  conduct 
periodic  onsite  audits  of  hospitals  to  identify  unreported 
third  party  health  insurance  payments.  After  sending  an 
advance  listing  of  the  records  they  want  to  review,  audit  teams 
spend  an  average  of  a  week  at  each  hospital  to  pull  records  and 
search  for  duplicate  payments.  Wherever  this  practice  exists 
it  appears  to  yield  an  extremely  high  payoff. 

2 .  Impact  of  Practices 

2.1  Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  the  entire  case 
universe.  For  example,  in  FY  1986  in  Florida,  hospital 
providers  accounted  for  $276  million  or  27  percent  of 
Florida's  Medicaid  expenditures. 

2.2  Savings: 

$     311,584  ARKANSAS 

$1 ,300,00c1  FLORIDA 

$     132,866  NEW  MEXICO 

$       98,0002  TEXAS 


Savings  for  07/01/88  -  06/30/89:     $1.3  million  -  approximately 
220  hospital  providers. 

2Texas  has  had  several  years  of  savings  experience  with  this  practice, 
during  which  the  amount  of  documented  savings  decreased  steadily 
from  the  initial  $750,000.  The  State  agency  believes,  however,  that 
this  is  due  to  the  deterrent  effect  of  providers  anticipating  a 
possible  audit,  and  that  if  averted  overpayments  were  counted, 
actual  savings  probably  would  have  increased. 


25 


SECTION  I  -  TPL  PRACTICE  B-4  (continued) 


2.3    Other  Benefits: 

In  addition  to  recovering  overpayments,  this  practice 
alerts  hospital  business  managers  of  the  need  to  reimburse 
Medicaid  whenever  insurance  payments  are  received  for 
claims  involving  Medicaid  recipients.  To  the  degree  that 
failure  to  reimburse  Medicaid  is  a  legitimate  oversight, 
this  helps  to  correct  the  omission.  To  the  extent  that 
such  failure  may  not  be  accidental,  hospitals  are  put  on 
notice  that  Medicaid  will  take  an  aggressive  position  in 
pursuing  such  payments.  Historically,  this  is  known  to 
have  a  considerable,  but  unmeasurable  deterrent  effect, 
if  the  agency  is  consistent  in  its  pursuit.  Another 
benefit  is  provider  training.  When  requested  by  the 
provider,  Florida's  auditors  conduct  a  training  session 
for  the  hospital  billing  staff  at  the  conclusion  of  the 
audit. 

3.  Ongoing,  Operational,  Annualized  Costs 

Unknown 
$221,300 
Unknown 
$  90,000 

4 .  Implementation  Costs /Times 

$  23,830  (flat  fee) 
Unknown 

$  23,830  (flat  fee) 
Unknown 

There  are  no  significant  implementation  activities  or  costs 
associated  with  this  practice  other  than  the  normal  preparation 
that  occurs  prior  to  a  hospital  audit. 

5 .  State  Specific  Features 
ARKANSAS 

The  estimated  savings  submitted  for  Arkansas  ($311,584)  is 
based  on  first-time  audits. 

The  audits  were  performed  by  Certified  Public  Accountants  (CPA) 
under  contract  with  monitoring  by  the  HCFA  RO. 


ARKANSAS 
FLORIDA 
NEW  MEXICO 
TEXAS 


ARKANSAS 
FLORIDA 
NEW  MEXICO 
TEXAS 
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SECTION  I  -  TPL  PRACTICE  B-4  (continued) 


FLORIDA 

Florida's  staff  (five  full-  time  employees)  performs  at  least 
an  annual  onsite  audit  of  each  Medicaid  hospital  provider  to 
ensure  proper  provider  billing  and  third  party  reporting  and 
proper  payment  by  the  State's  fiscal  agent.  Onsite  audits  are 
conducted  in  1  to  5  work  days. 

NEW  MEXICO 

The  estimated  savings  submitted  for  New  Mexico  ($132,866)  is 
based  on  first-time  audits. 

The  audits  were  performed  by  CPAs  under  contract  with 
monitoring  by  the  HCFA  RO. 

TEXAS 

Texas  now  has  sufficient  experience  with  this  practice  that  it 
is  possible  to  begin  to  optimize  the  tradeoff  between  hard 
savings  and  their  associated  costs,  and  the  deterrent  savings 
that  arise  from  averted  overpayments.  Texas  presently  is 
auditing  institutions  on  an  average  of  every  2  years  to  find 
the  best  mix  of  cost,  audit  savings,  and  voluntarily  reduced 
overpayments . 
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SECTION  I  -  TPL  PRACTICE  B-5 


Automated  Recovery  of  Pharmacy  Claims  *  MARYLAND 

*  OREGON 

1.  Abstract  -  The  States  of  Maryland  and  Oregon  were  granted 
waivers  of  cost  avoidance  for  the  payment  of  pharmacy  claims. 
Through  the  development  of  automated  systems  for  the  recovery 
of  paid  pharmacy  claims,  both  States  have  greatly  improved  the 
efficiency  and  effectiveness  of  the  process. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  impacts  the  recovery  of  Medicaid  dollars 
affecting  all  Medicaid  recipients  with  pharmacy  benefits 
available  through  a  third  party  resource. 

2.2  Savings  (Recoveries): 

$296,000  MARYLAND 
Unknown  OREGON 

2.3  Other  Benefits: 

Implementation  of  these  automated  systems  has  proven  cost- 
effective  and  has  resulted  in  preventing  undue  disruption 
of  processing  pharmacy  claims  by  preserving  the  normal 
claims  adjudication  process;  thus  resulting  in  timely 
payment  of  pharmacy  claims  and  enhancing  provider 
relations.  In  addition,  recovery  action  has  been  initiated 
on  a  more  timely  basis  which  has  expedited  repayments  as 
well  as  the  crediting  of  collections.  The  opportunity  to 
track  unpaid  claims  and  generate  letters  for  followup  also 
has  occurred. 

3.      Ongoing,  Operational,  Annualized  Cost 

Maryland  reports  negligible  ongoing  costs  which  have 
consisted  primarily  of  CPU  time  to  run  standard  programs 
and  the  occasional  use  of  a  programmer  analyst  for  problem 
solving.     Oregon  reports  annual  ongoing  costs  of  $43,368. 
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SECTION  I  -  TPL  PRACTICE  B-5  (continued) 


4 .       Implementation  Costs /Time 

Minimal1  14  Months  MARYLAND 

$1,800  3  Months  (phase-in)  OREGON 


Implementation  costs  were  minimal,  consisting  largely  of  the  salary 
for  one  State  programmer  analyst  to  develop  the  program  to  create 
the  claims  tape  and  to  apply  the  individual  claim  credits.  The  TPL 
unit  negotiated  the  written  agreement  to  submit  pharmacy  claims  on 
tape.  Implementation  time  was  14  months  which  was  significantly 
influenced  by  the  response  time  of  BC/BS  to  test  data. 


5 .       State  Specific  Features 
MARYLAND 

Maryland  submits  pharmacy  claims  on  computer  tape  tc  BC/BS  of 
Maryland  which  is  the  single  largest  insurer  of  Maryland  Medical 
Assistance  recipients.  The  Program  sends  a  tape  of  claims  to 
the  carrier  each  month  and  receives  an  annotated  tape  showing 
BC/BS  payments  and  rejections  and  termination  of  benefits,  along 
with  a  check  for  the  approved  claims.  The  annotated  tape  is 
used  to  update  the  coverage  statements  on  the  TPL  subsystem  and 
to  credit  collections. 

OREGON 

Prior  to  the  automated  system  for  the  recovery  of  pharmacy 
claims,  it  took  approximately  three  months  to  initiate  recovery 
and  also  consumed  an  inordinate  amount  of  staff  time  and  delayed 
repayments.  The  automated  system  produces  a  ready-to-mail  drug 
claim  listing  and  transfers  information  from  the  mainframe  to 
personal  computer  so  that  a  data  base  for  claims  tracking  is 
established  with  generates  letters  to  all  cases  in  less  than  one 
day.  The  actual  recovery  of  Medicaid  dollars  on  pharmacy  claims 
has  increased  from  approximately  $20,000  to  $40,000  per  month, 
and  during  March  1990,  an  all-time  record  of  $66,000  was 
recovered . 

Every  other  month,  the  MMIS  produces  a  printout  of  all  drug  cl 
aims  which  have  been  paid  for  which  a  third  party  resource  is 
liable.  The  printout  serves  as  the  invoice(s).  In  addition  to 
producing  the  drug  printout,  the  system  generates  a  data  record 
for  each  individual,  and  transfers  information  to  a  floppy  disk. 
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SECTION  I  -  TPL  PRACTICE  B-5  (continued) 


Information  on  the  floppy  disk  is  merged  with  an  existing  data 
base.  A  thousand  records  can  be  set  up  within  a  couple  of 
minutes.  The  personal  computer  then  generates  letters  to 
accompany  the  drug  printouts.  A  separate  file  maintains  the 
address  of  all  insurance  carriers.  The  data  base  also  serves 
as  a  tickler  file  and  will  locate  and  send  followup  letters  when 
no  response  has  been  received  within  90  days  of  the  initial 
request.  A  second  followup  letter  is  then  prepared.  The 
software  will  track  recoveries  and  is  capable  of  producing  any 
number  of  reports  for  managing  followup  activities. 

Details  of  Oregon's  system  are  available  upon  request  from  the 
State. 
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SECTION  I  -  TPL  PRACTICE  B-6 


Retroactive  Recovery  of  Medicaid  Funds  *  CALIFORNIA 

Paid  for  Immunosuppressive  Drugs 

1.  Abstract  -  Effective  January  1,  1987,  as  a  result  of  passage  of 
the  Omnibus  Budget  Reconciliation  Act  of  1986,  Medicare  began 
covering  immunosuppressive  (I/S)  drugs  prescribed  within  one 
year  of  hospital  discharge.  California  established  a  program 
to  recover  Medicaid  expenditures  for  such  drugs.  Because  HCFA 
and  the  Medicare  intermediary  were  unable  to  provide  a  list  of 
Medicare  eligibles  for  whom  transplants  had  been  paid  a 
questionnaire  was  designed  and  mailed  to  all  Medicare/Medicaid 
users  of  the  covered  I/S  drugs  to  identify  covered  users  and 
obtain  the  following  information  required  by  Medicare  in  order 
to  process  and  pay  claims: 

Date  and  type  of  transplant, 

name  of  transplant  facility, 

date  of  hospital  discharge, 

name  and  telephone  number  of  transplant  surgeon. 

Responses  to  the  questionnaires  were  screened  to  identify 
beneficiaries  for  whom  I/S  drugs  could  be  billed.  Using  payment 
history,  claims  were  prepared  and  sent  to  Transamerica 
Occidental,  the  Fiscal  Intermediary  responsible  for  Medicare 
Drug  payments  for  beneficiaries  living  west  of  the  Mississippi. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  the  Medicaid  cost  for 
beneficiaries  who  are  recipients  of  a  Medicare  covered 
transplant  and  using  I/S  drugs  in  the  year  following 
transplant.  It  took  three  months  to  develop  and  implement 
the  retro  recovery  program  at  a  cost  of  $25,750  (Program, 
Data  Processing  and  Billing  Staff) .  The  annual  operational 
cost  is  approximately  $8,800. 

We  will  continue  to  pay  and  recover  from  Medicare  until 
the  claims  payment  system  can  be  adapted  to  cost  avoid  this 
coverage . 

2 . 2  Savings : 

$720,000  1989 


31 


SECTION  I  -  TPL  PRACTICE  B-6  (continued) 


2.3    Other  Benefits: 

This  practice  lends  itself  to  use  of  a  "cost  avoidance" 
method  of  claims  payment  through  the  establishment  of 
"special"  procedure  codes. 

3.  Ongoing,  Operational,  Annualized  Cost 

$8,800 

4 .  Implementation  Cost/Time 

$25,750  3  Months 

(Cost  involved  Program,  Data  Processing, and  Billing  Staffs.) 
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Section  I  -  TPL  PRACTICE  B-7 


Retroactive  Recovery  of  Medicaid  Claims 


*  KENTUCKY 

*  SOUTH  DAKOTA 


1.  Abstract  -  This  practice  involves  retroactive  recovery  of 
Medicaid  funds  expended  from  the  effective  date  of  private  HI 
coverage  to  the  date  the  third  party  resource  was  discovered 
or  the  benefits  became  available.  This  is  accomplished  through 
an  automated  retroactive  updating  and  billing  process. 

2.  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

Involves  all  Medicaid  claims  wherein  a  third-party 
resource  was  not  previously  identified. 

2.2  Savings: 


$573,728  (FY  1989) 
$196,793  (FY  1989) 


KENTUCKY 
SOUTH  DAKOTA 


3. 


Ongoing,  Operational/  Annualized  Cost 


Unknown 


$  19,990  (FY  1989) 


KENTUCKY 
SOUTH  DAKOTA 


4. 


Implementation  Costs/Times 


Unknown1 
Unknown 


KENTUCKY 
SOUTH  DAKOTA 


^ost  for  implementation  of  this  practice  is  not  available 
as  it  was  part  of  other  MMIS  enhancements. 
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SECTION  I  -  TPL  PRACTICE  B-7  (continued) 


State  Specific  Features 
KENTUCKY 

Durinq  the  final  claims  processing  cycle  each  month,  an 
automated  billing  is  generated  for  each  recipient  case  with  a 
liable  third  party  added  to  the  on-line  file  for  all 
retroactive  cases.  The  billing  data  are  generated  and  added 
to  the  case  file,  and  each  claim  identified  by  an  Internal 
Control  Number  (ICN)  is  given  a  status  code  indicating  it  was 
billed  by  the  system. 

The  retroactive  billings  are  generated  from  all  recipient  TPL 
data  base  policy  updates  that  have  a  transaction  within  the 
previous  month.  Retroactive  billings  include  claims  paid  back 
2  years  from  the  month  the  report  is  produced. 

SOUTH  DAKOTA 

The  third  party  unit  receives  a  notice  of  possible  retroactive 
cases  primarily  from  three  sources;  i.e.,  (1) I  all  refunds  from 
providers  are  reviewed  pertaining  to  individuals  who  did  not 
previously  have  a  private  HI  indicator  on  the  MMIS;  (2)  a 
printout  is  received  on  all  paid  Medicaid  claims  where  the ,  paid 
amount  represents  only  a  deductible  or  coinsurance,  and  the 
individual  has  no  third  party  indicator  on  MMIS;  and  (3)  in 
addition,  each  time  the  Office  of  Child  Support  Enforcement 
imposes  wage  withholding  on  an  absent  father,  an  instance 
query  form  is  generated  and  sent  to  the  employer  with  the 
withholding  order.  The  form  includes  effective  date  of  private 
HI  for  the  children.  All  responses  indicating  coverage  was 
effective  prior  to  the  initiation  of  the  withholding  order  are 
forwarded  to  Recoveries  and  Investigations  for  followup  action. 
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SECTION  I  -  TPL  PRACTICE  B-8 


Use  of  a  Uniform  Billing  Data  Set  and  *  NEW  YORK 

Flash-Printed  HCFA  1500  for  Insurance/Medicare 

1.  Abstract  -  Upon  identification  of  retroactive  insurance  or 
Medicare  coverage  pertaining  to  a  previously  paid  Medicaid 
outpatient  claim,  a  flash-printed  HCFA  1500  containing  specific 
recovery  data  is  generated  for  each  affected  recipient.  These 
are  then  batched  and  mailed  on  a  monthly  basis  to  each 
appropriate  insurance  or  Medicare  carrier  with  an  accompanying 
letter  subrogation.  Up  to  160  insurance  carriers  can  be  billed 
in  any  particular  month.  An  automated  accounts  receivable 
system  tracks  denials  and  payments  by  carrier. 

The  uniform  data  set  used  in  formulating  the  claims  was  devised 
in  cooperation  with  HCFA,  the  America  HIAA  and  the  NYS  Insurance 
Department.  Prior  to  implementing  this  billing  system,  the  data 
set  was  sent  to  fifty-six  major  insurance  companies  for  their 
review  and  comments.  Unique  carrier-specific  place  and  type  of 
service  codes  were  able  to  be  incorporated  into  the  billing 
system . 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  every  Medicaid 
recipient . 

2.2  Savings: 

Approximately  $1  million  annually  from  Medicare  and 
insurance . 

2.3  Other  Benefits: 

Flash-printing  forms  at  the  same  time  as  printing 
recovery  data  is  less  costly  than  using  real  HCFA  1500s. 
Getting  the  cooperation  of  HIAA  in  devising  the  uniform 
data  set  greatly  enhanced  participation  by  the  carriers. 

3 .  Ongoing  Operational,  Annualized  Cost 

Since  there  is  only  limited  manual  intervention,  the  only 
cost  is  computer  run  time  and  mailing  charges. 

4 .  Implementation  Costs /Times 

Appr jximately  $80,000  in  salaries  and  computer  time  over 
an  eight  month  period. 
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SECTION  I  -  TPL  PRACTICE  B-9 


Data  Match  With  Motor  Vehicle  Accident  Report  *  MICHIGAN 

1.  Abstract  -  The  Third  Party  Liability  Division  -  Casualty  Section 
receives  accident  report  data  from  the  Michigan  Department  of 
Transportation  and  microfilm  of  all  accident  reports  from  the 
Department  of  State  Police.  These  data  includes  severity  of 
injury  and  reel  and  frame  number  where  the  accident  report  can 
be  located  on  the  microfilm. 

Microfilm  copies  are  printed  on  all  reports  which  contain 
injuries  that  are  coded  serious,  fairly  serious,  or  fatal.  The 
injured  parties,  which  include  passengers  as  well  as  drivers, 
are  checked  against  our  eligibility  file.  A  payment  history  is 
reguested  on  all  positive  hits.  Medical  payments  in  excess  of 
$300  for  accident  related  injuries  have  cases  set  up  for 
followup  investigation. 

With  Michigan  being  a  "No-Fault  State,  several  steps  in  the 
order  of  priority  must  be  exhausted  in  pursuit  of  the  liable 
carrier.  In  the  absence  of  a  liable  no  fault  carrier,  the  case 
is  referred  to  our  Assigned  Claims  Facility  for  assignment  and 
processing.  After     this     determination,     we     submit  our 

bills/charges  to  the  assigned  automobile  insurance  carrier  for 
review  and  payment . 

Over  the  past  year,  an  average  of  9,000  accident  reports  were 
viewed  on  microfilm  each  month  with  4,400  printed  and  checked 
against  our  eligibility  file.  We  request  an  average  of  525 
payment  histories  which  result  in  36  case  setups  each  month. 

The  recoveries  resulting  from  this  process  alone  for  FY  88/89 
amounted  to  $1,440,136.85.  This  is  nearly  30  percent  of  the 
total  recoveries  received  in  the  automobile/no  fault  category. 

2 .  Impact  of  Practice 

2 . 1    Affected  Segment  of  Caseload: 

Impacts  all  Medicaid  recipients  involved  in  motor  vehicle 
accidents . 

2  .2     Savings : 

$1,440,137   (Fy  88/89) 

2 . 3     Other  Benefits: 

Matches  may  identify  income  which  impacts  cn  Medicaid 
recipient's  eligibility. 
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SECTION  I  -  TPL  PRACTICE  B-9  (continued) 


3. 


Ongoing,  Operational,  Annualized  Cost 


Unknown 


4  . 


Implementation  Costs /Times 


Unknown 


5.       State  Specific  Features 

A  payment  history  is  requested  on  all  positive  hits.  Medical 
payments  in  excess  of  $300  for  accident  related  injuries  have 
cases  set  up  for  followup  investigation. 

Since  Michigan  is  a  "no-fault  State",  several  steps  in  the  order 
of  priority  must  be  exhausted  in  pursuit  of  the  liable  carrier. 
In  the  absence  of  a  liable  no  fault  carrier,  the  case  is 
referred  to  our  assigned  claims   facility   for  assignment  and 
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SECTION  I 
STATE     SUCCESSFUL  PRACTICES 

I>ART  C 


Identification    of  Resourc 


SECTION  I  -  TPL  PRACTICE  C-l 


Eligibility  Matches  With  Blue 
Blue  Shield  (BC/BS)  Plans  and 
Private  Insurers 


Cross/  CALIFORNIA 
Other  COLORADO 

**  MARYLAND 
MICHIGAN 
**  NEW  JERSEY 
NEW  YORK 
PENNSYLVANIA 
RHODE  ISLAND 


1.  Abstract  -  State  Medicaid  files  are  matched  against  BC/BS  and 
other  private  insurers  to  verify  that  all  covered  applicants 
are  flagged  in  the  Medicaid  files  and  that  all  flagged  Medicaid 
recipients  have  valid  coverage.  Any  conflicting  information  is 
corrected  in  recipient  eligibility  files  and  TPL  data  bases. 
Verified  coverage  information  is  also  entered  on  recipient 
identification  cards  to  assist  providers  with  cost  avoidance 
billings  to  BC/BS  and  other  private  insurance  carriers. 

in  general,  most  insurors  are  willing  or  can  be  convinced  to 
perform  data  matches  to  the  extent  they  are  able,  if  State 
agencies  cover  the  costs  involved.  Often,  the  most  significant 
issue  is  determining  which  entity  sends  its  files  to  the  other. 
Usually,  the  carrier  is  unwilling  to  release  its  files, 

allegedly  for  reasons  of  privacy,  and  State  agencies  agree  to 
send  a  tape  (or  equivalent  medium)  to  the  carrier  (if  allowed 
by  government  confidentiality  requirements). 

2.  Impact  of  Practice 

2.1      Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  the  entire  case 
universe . 


2.2  Savings: 

It  is  not  possible  to  evaluate  program  savings  that  are 
directly  attributable  to  this  practice  because  States 
cannot  determine  how  many  "hits"  obtained  in  this  manner 
would  have  been  obtained  from  other  sources. 


2.3      Other  Benefits: 

This  practice  assures  that  all  coverage  held  by  the 
insurors  involved  in  the  file  match  is  known  to  the  State 
agency  with  a  minimum  of  delay.  There  is  also  an 
important  but  more  subtle  benefit  that  derives  from  the 
confidence  level  of  the  State  agency,  the  providers, 
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SECTION  I  -  TPL  PRACTICE  C-l  (continued) 


and  BC/BS,  and  other  private  insurers  that  when  Medicaid 
says  a  recipient  has  coverage,  that  information  is  almost 
always  accurate,  and  coverage  start  and  end  dates  are 
updated  timely.  Thus,  providers  react  to  a  claim  that  is 
denied  by  Medicaid  with  BC/BS  or  other  insurance  coverage 
indicated,  knowing  that  payment  will  usually  be  received 
quickly  and  easily.  The  State  agency  knows  that  most  its 
denials  will  not  result  in  costly  follow  up  activities, 
and  the  carrier  knows  that  it  will  receive  mostly  clean 
claims . 


Ongoing,  Operational,  Annualized  Cost 


$33,500 
$  2,600 
Negligible 
$  3,500 
Unknown 
$28,000 
$  9,616 
$15,000 


CALIFORNIA 
COLORADO 
MARYLAND 
MICHIGAN 
NEW  JERSEY 
NEW  YORK 
PENNSYLVANIA 
RHODE  ISLAND 


1This  figure  represents  7  matches  with  four  separate 
entities  (including  BC/BS,  Equicor  and  the  Public 
Employers  Retirement  Systems). 


Implementation  Costs /Times 


Included  in  Contract  Costs 

$13,268  6  Months 

Minimal  17  Months 

$34,500  Minimal 

Unknown  Unknown 

$36,000  3  to  6  Months 

$28,400  6  Months 

$15,000  4  to  6  Months 


CALIFORNIA 
COLORADO 
MARYLAND 
MICHIGAN 
NEW  JERSEY 
NEW  YORK 
PENNSYLVANIA 
RHODE  ISLAND 


State  Specific  Features 
CALIFORNIA 


In  addition  to  BC/BS  matches,  California  matches  files  with 
other  private  insurance  companies  and  has  a  subcontract  with 
Health  Management  Systems  (HMS)  to  conduct  data  matches  for  the 
purpose  of  retroactive  billing.  Information  received  from  HMS 
will  also  be  used  to  update  current  eligibility  files  with  TPL 
information. 
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SECTION  I  -  TPL  PRACTICE  C-l  (continued) 


COLORADO 

Data  matches  are  conducted  with  BC/BS. 


MARYLAND 

A  total  of  1,500  recipients  were  identified  during  FY  1989  as 
having  BC/BS  of  Maryland  coverage  which  were  unknown  prior  to  the 
data  match. 


MICHIGAN 

In  addition  to  a  monthly  verification  match,  Michigan  performed  a 
quarterly  eligibility  match.  The  State  also  has  an  on-site  BC/BS 
eligibility  terminal. 


NEW  JERSEY 

Annual  State  Medicaid  budget  appropriations  have  included  the 
following  language  for  several  years:  "It  is  further  recommended 
that,  notwithstanding  any  State  law  to  the  contrary,  any  private 
health  insurance  carrier  writing  health  insurance  policies  in  the 
State  shall  permit  the  Division  of  Medical  Assistance  and  health 
Services  (DMAHS)  to  match  its  Medicaid  eligibility  file  against 
any  private  health  insurance  carrier's  policyholder  file."  To  this 
end,  DMAHS  conducts  its  own  crossmatches  with  New  Jersey  BC/BS; 
additionally,  DMAHS  authorizes  its  TPL  contractor  to  conduct  file 
crossmatches  with  other  private  insurors  on  its  behalf,  with  the 
recovery  results  listed  below: 

TPL  CONTRACTOR  RECOVERIES 


SFY   '90   (7/1/89-3/16/90)  SFY  '89  (7/1/88-6/30/89) 

Medicare  A  $1,828,943  $2,476,283 

Medicare  B  176,299  205,945 

Aetna  157,080  81,025 

CHAMPUS  13,375  223,965 

Confederation  Life  339  4,519 

Connecticut  General  27,596  184,245 

Equicor  337 

Lincoln  National  9,385   

Metropolitan  42,982   118,736 

TOTAL  $2,256,336  $3,294,718 
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SECTION  I  -  TPL  PRACTICE  C-l  (continued) 

NEW  YORK 

New  York  conducts  quarterly  matches  with  eight  BC/BS  plans  and  five 
commerical  insurance  carriers.  Besides  matching  Medicaid 
recipients,  absent  parents  who  are  paying  support  are  also  matched 
to  identify  health  insurance  for  their  dependents. 

PENNSYLVANIA 

Pennsylvania  conducts  matches  with  four  BC/BS  plans  in  the  State. 
RHODE  ISLAND 

Rhode  Island  conducts  and  matches  with  BC/BS  plans  in  the  State. 
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SECTION  I  -  TPL  PRACTICE  C-2 


Data  Matches  With  Other  State  Agencies 
to  Identify  Health  Insurance  Coverage 


**  CALIFORNIA 
**  MISSOURI 
OHIO 

WASHINGTON 


1.  Abstract  -  All  States  offer  current  employees  some  form  of 
health  or  major  medical  coverage,  and  several  extend  those 
benefits  to  retirees.  Where  State  agencies  which  monitor 
these  programs  have  a  useable  data  base,  Medicaid  agencies  can 
match  against  it  to  locate  Medicaid  recipients  who  are  covered 
by  another  State  program.  Matches  of  this  type  are  required 
by  42  CFR  433.138.  Examples  of  matches  for  current  employees' 
coverage  and  retirees'  coverage  are  presented  below. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  the  entire  case 
universe . 

2.2  Savings: 


2.3     Other  Benefits: 

Matches  may  identify  income  (pensions)  which  impacts  on 
the  eligibility  of  a  recipient. 

3 .       Ongoing,  Operational,  Annualized  Cost 


$200, 0001  CALIFORNIA 

$786,000  MISSOURI 

$900,000  OHIO 

$1.65  Million  WASHINGTON 


Annual  savings  of  $200,000  is  based  on  4  months  of  Medicaid 
eligibility  per  person  at  an  estimated  savings  of  $60  a  month 
per  person. 


$  6,800  CALIFORNIA 

$18,0002  MISSOURI 

$31,000  OHIO 

$   1,440  WASHINGTON 


2The    increased   annualized   cost    is   due   to   computer  enhancements. 
Future  annual  ongoing  costs  are  expected  to  be  minimal. 
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SECTION  I  -  TPL  PRACTICE  C-2  (continued) 


Implementation  Costs/Times 


Unknown 
$20,500 
None 
$11,300 


Unknown 

Annual 

10  to  12  Mo, 

3  Months 


CALIFORNIA 

MISSOURI 

OHIO 

WASHINGTON 


5.      State  Specific  Features 
CALIFORNIA 

California  has  a  multi-year  contract  with  the  State's  Public 
Employees  Retirement  System  (PERS)  which  contracts  with  a  variety 
of  health  benefits  plans.  PERS  provides  health  benefits  and 
retirement  administration  to  employees  and  retirees  of  the  State, 
as  well  as  employees  and  retirees  of  contracting  government 
agencies.  Every  nine  (9)  months,  a  data  match  against  the 
State's  Medicaid  eligibility  extract  file  and  the  PERS  file  is 
conducted. 

Initially,  PERS  resisted  contracting  with  the  Department  of 
Health  Services  because  of  confidentiality  concerns.  The 
Department  therefore  initiated  enabling  legislation  requiring 
PERS  to  allow  access  to  its  file.  The  Department  then  addressed 
confidentiality  issues  through  the  two  Departments'  legal 
counsel.  The  Department  pays  PERS  all  costs  associated  with 
doing  the  data  matches,  including  development  and  ongoing 
computer  cost. 

MISSOURI 

Missouri  TPL  has  conducted  its  initial  data  match  with  Missouri 
State  Retirement  System  Plan  in  1988.  The  information  obtained 
allows  for  automatic  entry  the  State  TPL  Data  Base  and  MMIS 
eligibility  files  and  for  comparison  of  known  health  insurance 
to  determine  necessary  updates  to  Medicaid  files.  The 
information  is  utilized  for  cost  avoidance  of  future  claims  and 
recovery  activities  of  Medicaid  expenditures  from  Missouri  State 
Medical  Care  Plan  and  other  coverages. 

The  number  of  Medicaid  recipients  having  health  insurance 
identified  totaled  1,430.  Recoveries  to  date  total  $786,000, 
with  anticipated  total  recoveries  of  $950,000.  In  addition, 
undetermined  amount  of  savings  are  realized  in  cost  avoidance. 
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SECTION  I  -  TPL  PRACTICE  C-2  (continued) 


OHIO 

Ohio's  public  employees'  retirement  system  offers  retirees  health 
insurance  benefits  for  life,  available  from  a  single  carrier, 
statewide.  Once  each  year,  Ohio  matches  its  recipient  file 
against  the  retirement  systems  file  of  enrollees.  For  each 
match,  the  State  agency  submits  claims  histories  to  the  carrier. 

Initially,  the  State  Retirement  System  resisted  the  data  match 
because  of  privacy  considerations,  and  because  of  a  disagreement 
over  which  agency  would  pay  to  generate  the  tapes  required  to 
perform  the  match.  These  were  resolved  when  the  State  Medicaid 
agency  agreed  to  accept  legal  liability  for  all  privacy  problems, 
and  split  the  cost  of  the  match  by  agreeing  to  pay  for  running 
the  match  if  the  Retirement  System  paid  for  generation  of  the 
tape. 

The  Retirement  System  is  run  by  a  fiscal  intermediary  (FI)  on  a 
self-funded  basis.  Thus  the  FI  was  at  risk  for  total  payments 
and  was  initially  not  cooperative;  for  example,  the  FI  refused 
to  accept  computer  generated  bills.  The  State  agency  maintained 
a  tough  stance,  and  ultimately  prevailed,  but  the  final  agreement 
provided  for  payments  of  only  80%  of  the  amount  asked  for  by 
Medicaid.  This  is  in  line  with  payments  made  by  the  FI  to 
providers;  thus,  the  FI  won  the  right  to  treat  the  State  agency 
as  though  it  were  a  direct-billing  provider. 

WASHINGTON 

A  match  of  two  data  files  is  performed  every  3  months  to 
determine  which  Medicaid  recipients  or  absent  parents  of 
recipients  are  employed  by  the  State  of  Washington  in  a  capacity 
that  provides  health  insurance  resources  for  themselves  or  their 
recipient  children.  A  file  of  names,  social  security  numbers, 
and  birth  dates  of  Medicaid  recipients  and  absent  parents  is 
matched  against  a  file  of  State  employees  who  are  covered  by 
insurance.  The  result  is  a  list  of  insured  recipients  and  absent 
parents  and  their  covered  dependents.  Questionnaires  are  then 
mailed  to  employees  for  necessary  details  on  dependent  coverage, 
policy  numbers,  effective  dates,  etc. 
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SECTION  I  -  TPL  PRACTICE  C-3 


Identification  of  Accident  Related  Third  DISTRICT  OF 

Party  Resources  Through  Coordination  With  COLUMBIA  (D.C.) 

Ambulance  Service 

1.  Abstract  -  the  District  uses  the  Fire  Department  accident 
reports  to  identify  third  party  resources.  The  D.C.  Fire 
Department,  which  provides  ambulance  services,  furnishes  the 
TPL  Estates  Section  with  copies  of  accident  reports  involving 
D.C.  Medicaid  recipients.  These  reports  are  submitted  to  the 
TPL  section  on  a  weekly  basis.  The  practice  ensures  the 
filing  of  claims  and  liens  against  third  parties  before 
damages  can  be  sought  or  payments  made  to  the  recipient.  Its 
greatest  value  is  an  increase  in  TPL  collections. 

2 .  Impact  of  the  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  the  entire  case 
universe . 

2.2  Savings: 

Annual  dollars  recovered  during  FY  89  for  casualty  cases 
totaled  $731,010. 

2.3  Other  Benefits: 

Use  of  the  Fire  Department  ambulance  accident  reports 
has  enhanced  the  TPL  staff's  ability  to  obtain  accident 
reports  from  the  Department  of  Motor  Vehicles  (DMV)  by 
providing  time  and  location  of  each  injury.  The  DMV 
reports  contain  the  name  of  casualty  insurance  companies, 
policy  numbers  and  an  indicator  when  a  claim  has  been 
filed.  This  allows  TPL  staff  to  seek  recovery  without 
agency/client  contact. 

3 .  Ongoing,  Operational,  Annualized  Costs 

Minimal 

4 .  Implementation  Costs 

There  are  no  implementation  costs  attributable  to  this 
practice.  The  State  agency  and  the  D.C.  Fire  Department 
are  both  components  of  the  District  government. 
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SECTION  I  -  TPL  PRACTICE  C-3  (continued) 


5 .  Additional  Information 

The  D.C.  Fire  Department  provides  ambulance  transportation  to 
approximately  95  percent  of  the  District's  total  population;  13 
percent  of  the  District's  population  are  Medicaid  recipients. 
The  Fire  Department  staff  routinely  verify  the  eligibility  of 
each  client  before  billing  the  Medicaid  program;  therefore,  the 
additional  effort  to  provide  reports  to  the  State  agency  in 
minimal.  The  TPL  Section  averages  35  accident  reports  per  week 
with  an  average  of  two  having  potential  TPL. 
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SECTION  I  -  TPL  PRACTICE  C-4 


Data  Match  with  Department  of  Defense-Defense 
Enrollment  Eligibility  Reporting  System  (DEERS) 
for  the  Purpose  of  Identifying  Medicaid  Recipients 
Who  Are  Also  Eligible  for  Military  Health  Care 
Benefits  Including  Office  of  Civilian  Health  and 
Medical  Programs  of  the  Uniformed  Services  (OCHAMPUS) 


*  LOUISIANA 

*  MARYLAND 

*  MICHIGAN 

*  MISSOURI 

*  NEW  JERSEY 


1.  Abstract  -  In  1985,  HCFA  negotiated  an  agreement  with  the 
Department  of  Defense  (DOD)  and  CHAMPUS  and  DEERS  which 
facilitates  Medicaid  reclamation  from  CHAMPUS.  A  significant 
portion  of  Medicaid  recipients  and  their  dependents  are 
covered  by  CHAMPUS  for  many  of  the  services  for  which  Medicaid 
pays . 

2 .  Impact  of  Practice 

2.1    Affected  Segment  of  Caseload: 

The  CHAMPUS/DEERS  matches  have  potential  impact  on  a 
significant  fraction  of  a  State's  Medicaid  population. 
States  with  active  military  facilities,  bases,  and  other 
military  installations  where  active  service  personnel  are 
stationed,  and  States  with  a  large  numbers  of  retired 
military  personnel  are  likely  to  find  greater  numbers  of 
CHAMPUS  covered  Medicaid  recipients  and  have  greater  TPL 
recovery  potential . 


2.2  Savings: 

$267,000 
$273,000 
$506,000 
$545,000 
$187,000 


Louisiana 
Maryland 
Michigan 
Missouri 
New  Jersey 


2.3    Other  Benefits: 

In  addition  to  yielding  sizable  TPL  recovery  revenue, 
this  practice  is  highly  cost-effective  in  that  DEERS 
provides  a  centralized  data  base  for  identifying  CHAMPUS 
eligibles.  Data  matches  to  this  data  base  can  be  readily 
done  through  an  established  protocol.  However,  billing 
of  claims  to  the  CHAMPUS  fiscal  intermediary  assigned  to 
a  particular  State  must  be  done  to  conform  to  the 
specifications  of  that  intermediary.  These 
specifications  are  functionally  the  same,  but  differ 
somewhat  at  the  operational  level  from  intermediary  to 
intermediary. 
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SECTION  I  -  TPL  PRACTICE  C-4  (C3ntinued) 


3. 


Ongoing,  Operational,  Annualized  Cost 


Unknown 
Unknown 
Unknown 
$23,070 
Unknown 


Louisiana 
Maryland 
Michigan 
Missouri 


New  Jersey 


4. 


Implementation  Costs /Time 


$40/0001 

$25,000* 

$74,0001 

$27,379 

$26,0001 


3  Months 
3  Months 
3  Months 
Unknown 
3  Months 


Louisiana 
Maryland 
Michigan 
Missouri 


New  Jersey 


State  implementation  costs  vary  based  on  contingency  fees  paid 
to  a  contractor.  The  matches  and  billing  are  performed  by  a 
contractor  which  is  paid  a  percentage  of  the  actual  recoveries 
obtained  from  CHAMPUS.  The  contracting  firm  for  Louisiana, 
Maryland,  Michigan,  and  New  Jersey  is  Health  Management  Systems 
(HMS) . 


5.      State  Specific  Features 
MICHIGAN 

Michigan's  CHAMPUS  TPL  recovery  is  done  via  a  protocol  under 
which: 

1.  An  automated  match  of  the  State's  Medicaid  eligibility 
files  is  done  with  DEERS  to  identify  those  Medicaid 
recipients  who  may  be  covered  by  CHAMPUS.  The  date  of 
this  match  is  set  through  a  schedule  arranged  for  by 
HCFA.  The  match  is  done  by  sending  a  magnetic  tape  to 
DEERS  in  California,  which  performs  the  match  and 
returns  the  tape  with  match  results  to  the  State. 

2.  The  file  of  DEERS  match  results  are  then  matched  to 
the  Medicaid  paid  claims  for  the  period  of  eligibility 
for  which  CHAMPUS  coverage  is  indicated  by  the  match 
results . 
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SECTION  I  -  TPL  PRACTICE  C-4  (continued) 


3.  The  matched  claims  are  then  formatted  to  the  CHAMPUS 
intermediary's  requirements  and  the  CHAMPUS  billing 
specifications  manual.  The  claims  are  produced  on 
paper  bills  (U-51s  and  HCFA  1500s)  and  mailed  to  the 
CHAMPUS  intermediary. 

4.  The  CHAMPUS  intermediary  adjudicates  these  claims,  which 
usually  takes  30-60  days.  The  intermediary  then  issues 
checks  to  the  State  agency  and  remittance  advises 
documenting  the  initial  disposition  of  each  claim. 

5.  Denied  claims  are  reexamined  and  rebilled  if  the  reason 
for  denial  is  correctable  by  adding  further  information 
or  more  current  information. 


MISSOURI 

Missouri  TPL  has  conducted  three  successful  data  matches  with 
DEERS  in  the  period  of  1987-89.  The  information  obtained 
allows  for  automatic  entry  into  the  State  TPL  data  base  and 
MMIS  eligibility  files  and  for  comparison  of  known  CHAMPUS 
coverage  for  any  necessary  updates  to  Medicaid  files.  The 
information  is  utilized  for  cost  avoidance  of  future  claims 
and  recovery  activities  of  Medicaid  expenditures  from  the 
CHAMPUS  intermediary.  Computer  generated  billings  are 
submitted  to  the  CHAMPUS  intermediary. 

The  number  of  Medicaid  recipients  having  CHAMPUS  identified 
total  3,734.  Recoveries  through  the  data  match  realized  from 
SFYs  89-90  year-to-date  total  $545,000.  In  addition, 
undetermined  amounts  of  savings  are  realized  in  cost 
avoidance . 
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SECTION  I  -  TPL  PRACTICE  C-5 

TPL  Identification  Through  Review  *  ILLINOIS 

of  Credit  Adjustment  Forms 


1.  Abstract  -  Medical  providers  which  receive  a  TPL  payment 
for  a  service  which  has  been  paid  by  Medicaid  return 
payments  to  the  Department  by  submitting  a  credit  adjustment 
form.  The  payment  amount  and  the  TPL  source  identification 
code  are  provided  on  the  form,  which  requests  the  Department 
deduct  the  appropriate  amount  from  future  payment  vouchers. 

The  TPL  source  identification  code  is  matched  against  the 
TPL  data  base  to  ensure  that  the  Department  is  aware  of  the 
information.  If  the  TPL  resource  does  not  appear  on  the 
data  base,  the  provider  is  asked  to  provide  TPL  identifying 
information  which  is  then  added  to  the  TPL  data  base. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  has  potential   impact  on  all  Medicaid 

recipients  with  unreported  TPL.     During  FY  89,  this 

review  resulted  in  the  identification  of  1300 
additional  TPL  resources. 

2.2  Savings: 

FY  89  $374,400 

3 .  Ongoing,  Operational,  Annualized  Cost 

Minimal 

4.  Implementation  Costs /Time 

Minimal 
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SECTION  I  -  TPL  PRACTICE  C-6 


Trauma- Indicating  Diagnosis  Codes 

Outside  of  800-999  Range  *  WISCONSIN 


1.  Abstract  -  Diagnosis  codes  that  serve  to  identify  recipients 
having  personal  injury  claims  are  not  limited  to  the  800 
999  range  mandated  for  listing  and  investigation.  On  the 
other  hand,  a  number  of  codes  in  the  800-999  range  are  not 
useful;  most  notably  those  relating  to  poisoning  associated 
with  alcohol  and  drug  abuse  which  typically  accompany  AODA 
treatment.  The  following  diagnosis  codes  that  are  outside 
of  the  mandated  range  are  also  worth  reviewing  and 
investigating: 

003-003.9  289.7 

440-004.3  323.7 

005-005.9  348.1 

027.2  357.7 

287.4  359.4 

E800-E876.9  V01.5 
E880-E929.9  V04.5 
E960-E969  V15.5 

2 .  Impact  of  Practice 

In  the  last  6  months  of  1989,  ten  personal  injury  claims  by 
recipients  were  identified  using  the  pure  numeric  codes 
equal  to  less  than  800.  These  were  among  155  claims  listing 
incidents  in  which  investigation  for  recovery  action  reached 
closure,  or  6  percent.  During  the  same  period,  26  personal 
injury  claims  were  identified  using  the  E  and  V  codes. 
These  were  among  164  claims  listing  incidents  in  which 
investigation  for  recovery  action  reached  closure,  or  16 
percent.  By  comparison,  investigation  of  claims  with 
diagnosis  codes  in  the  800-999  range  (not  including 
substance  abuse-related  codes)  identified  499  apparently 
recoverable  cases  among  2786  listings  that  reached  closure, 
a  success  rate  of  18  percent. 

The  cost  of  inclusion  of  the  non-mandated  codes  is  a  matter 
of  the  time  spent  in  questionnaire  mailing  and  resulting 
tracking,  analyzing  replies  received  and  referring  for 
action.  Based  on  the  number  of  cases  reaching  closure, 
cited  above,  this  computes  to  be  an  11-percent  increase  in 
the  trauma  claims  review  effort  with  a  7-percent  increase 
in  cases  identified.  Note,  however,  that  the  success  rate 
on  E  and  V  codes  is  almost  equal  to  that  of  the  800-999 
range . 


366.2 

521.2 

388. 1-388.2 

558.2 

495-495.8 

655.6 

500-508 

760.5 

518.5 

798 

V15.6 

V71.4 

V62. 1 

V82.5 

V71.3 
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SECTION  I  -  TPL  PRACTICE  C-7 


Identification  of  TPL  Through 

Employer  Quarterly  Reports  *  OREGON 

1.  Abstract  -  Oregon  law  affects  information  that  employers 
are  required  to  provide  on  the  quarterly  report  along  with 
details  of  employees'  wages  and  weeks  of  work.  For  wages 
paid  on  or  after  January  1,  1990,  employers  are  required  to 
furnish  information  about  health  insurance  coverage  offered 
to  employees  or  to  their  dependents . 

2.  impact  of  Practice  -  As  a  result  of  this  law,  information 
about  employment-related  health  benefits  will  be  available 
in  one  place.  The  Employment  Division  (SWICA)  will  gather 
the  information  and  share  it  with  the  Adult  and  Family 
Services  Division  through  a  data  exchange  beginning  July  1, 
1990.  Information  will  be  used  primarily  by  the  Child 
Support  Program  with  information  shared  with  the  Medicaid 
program.  It  will  help  to  identify  previously  unknown  health 
insurance  and  will  permit  the  State  to  concentrate  on 
medical  support  enforcement  in  cases  where  medical  insurance 
is  available. 

With  50  percent  employer  compliance  with  the  new  reporting 
requirements,  Oregon  estimates  the  percentage  of  recipients 
with  health  insurance  will  increase  1  percent.  With  the 
identification  of  previously  unknown  resources,  the  agency 
will  cost  avoid  an  increasing  number  of  medical  claims.  The 
net  savings  for  1989-91  biennium  are  estimated  at  $853,328 
and  for  the  1991-93  biennium,  $2,068,480. 

3 .  Ongoing,  Operational,  Annualized  Cost 

For  the  1989-91  biennium  the  costs  are  estimated  at 
$182,730  and  for  the  1991-93  biennium,  $315,929. 

4 .  Implementation  Costs 

$25,000 
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SMh  OREGON  LEGISLATIVE  ASSEMBLY-  1989  Repilar  Session 


A-Engrossed 

House  Bill  2142 

Ordired  by  the  House  May  II 
Including  House  Amendments  dated  May  II 

Ordered  printed  by  the  Speaker  pursuant  to  House  Rule  12.00A  (5).   Presession  filed  (at  the  request  of  Adult  and 
Family  Services  Division,  Department  of  Human  Resources) 


SUMMARY 


.e  following  summary  is  not  prepared  by  the  sponsors  of  the  measure  and  is  not  a  part  of  the  body  thereof  subject 
to  consid^rafion  by  the  Legislative  Assembly.  It  is  an  editor's  brier  statement  of  the  essential  features  of  the 
measure.  , 

{Authorizes  Department  of  Human  Resources  to  obtain]  Require,  every  employee  unit to  fur- 
nlah  to  Employment  Diviaion  health  insurance  information  concerning  coverage  of  [applicant  for 
o?r\c?p,rn?$^l  assistance.)  employes  and  dependent..  Require.  div«»n  to  r.kg»  «ch 
mfoiXtion  to  Adult  and  Family  Service.  Division  (AFS)  and  Office  of  Health 
naaut.  Require.  AFS  to  reimburse  Employment  Diyijion  for  co.t.  and  to  report  to  Sixty- 
«ixth  Legislative  Assembly  regarding  «uch  insurance  information. 

j  A  BILL  FOR  AN  ACT 

2  Relating  to  disclosure  of  insurance  records. 

3  Be  It  Enacted  by  the  People  of  the  State  of  Oregon: 
SECTION  1.  Section  2  of  this  Act  is  added  to  and  made  a  part  of  ORS  chapter  657. 
SECTION  2.  (1)  With  respect  to  wages  paid  on  and  after  January  1.  1990,  every  employing  unit 

shall  furnish  to  the  Employment  Division,  along  with  its  quarterly  detail  of  employe.'  wages  and 

7  weeks  of  work,  the  following  information: 

8  (a)  Whether  the  employing  unit  offers  health  insurance  coverage  to  its  employe,  or  to  their  de- 

9  pendents,  either  through  a  self-insured  program  or  an  outside  contractor,  and 

,0  (b)  For  each  employe  or  each  employe's  dependents,  whether  that  employe  has  health  ituurance 

11  coverage  provided  by  the  employing  unit  or  through  payroll  deduction. 

12  (2)  Notwithstanding  any  other  provision  of  law,  the  Employment  Division  shall  release  to  the 

13  Adult  and  Family  Services  Division  and  the  Office  of  Health  Policy,  upon  request,  any  information 

14  received  under  subsection  (1)  of  this  section.  The  Adult  and  Family  Services  Division  shall  reimburse 

15  the  Employment  Division  for  the  actual  co.t  of  developing  the  reporting  system  and  providing  the 

16  information  to  the  division. 

17  SECTION  3.  The  Adult  and  Family  Services  Division  shall  report  on  the  information  described 

18  in  section  2  or  this  Act  to  the  Sixty-sixth  Legislative  Assembly  by  submitting  copies  of  the  report 

19  Ihereor  to  the  offices  of  the  Speaker  of  the  House  of  Representatives  and  the  President  of  the  Sen- 

20  ate. 

21   ' 


NOTE:  Matter  .a  boW  face  .0  .n  .m.nded  «ct,on  ..  new.  matter  [italic  and  brack,!*]     «..unf  Ir-  «  b.  omitted 
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SECTION  I  -  TPL  PRACTICE  D-l 


Evaluation  of  TPL  Performance  CALIFORNIA 
at  the  County/Local  Office  Level  NEW  YORK 

1.  Abstract  -  Most  effective  cost  avoidance  systems  draw  heavily 
on  the  efforts  of  local  or  county  welfare  offices.  Information 
about  confirmed  or  actual  insurance  resources  obtained  by 
caseworkers  is  a  major  source  of  TPL  savings.  Evaluation  of 
local  office  performance  is  one  effective  way  to  establish  and 
provide  incentive  to  maintain  high  quality  and  productivity  in 
local  office  activities. 

California  and  New  York  (both  operating  Medicaid  under  county 
administration)  have  different  approaches  to  evaluating  county 
office  inputs.  California  focuses  on  the  number  of  referrals 
and  the  quality  of  the  work  done  in  terms  of  how  easily  the 
results  can  be  utilized  by  the  State  agency.  New  York  is  more 
result-oriented,  measuring  the  number  of  known  resources  and 
the  amount  of  savings  that  are  attributable  to  the  information 
received  from  each  county. 

Both  States  utilize  a  Statewide  TPL  data  base  to  evaluate  and 
compare  the  performance  of  local  districts  with  respect  to  third 
party  activities.  The  performance  of  any  specified  grouping  of 
local  districts  can  be  tracked  and  reported.  Both  systems 
produce  computer  reports  that  enable  State  staff  to  evaluate 
performance,  identify  weaknesses,  and  plan  corrective  actions. 

2.  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  the  entire  case 
universe . 

2.2  Savings: 

There  are  no  explicit  savings  directly  attributable  to  this 
practice.  Evaluation  is  a  management  tool  designed  to 
improve  the  overall  performance  of  county  workers  who  are 
depended  on  to  identify  TPL  resources  and  properly  report 
the  information  required  by  the  State  to  do  effective  cost 
avoidance . 

2.3  Other  Benefits: 

Two  primary  benefits  accrue  from  this  practice.  First,  a 
sense  of  competition  and  incentive  among  county  offices  is 
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created  by  the  comparative  reporting  of  performance 
statistics  among  the  counties.  Second,  the  State  agency 
has  a  powerful  management  tool  which  permits  detection  of 
weak  performers  and  highlights  specific  areas  of  weakness 
where  attention  and  training  are  needed. 

3 .  Ongoing,  Operational,  Annualized  Cost 

Minimal  -  (a  virtually  free  by-product  of  the  TPL  data  base 
systems) . 

4.  Implementation  Costs/Times 

Unknown  Minimal  CALIFORNIA 

$5,500  6  Months  NEW  YORK 

5.  State  Specific  Features 
CALIFORNIA 

California's  system  evaluates  referrals  received  from  county 
and  SSA  district  offices  with  respect  to  their  volume  and  value 
to  the  overall  TPL  efforts  of  the  State  agency.  For  counties, 
the  system  counts  the  number  of  referral  forms  received  and 
coded.  For  SSA,  per  the  1634  agreement,  it  counts  the  number 
of  referrals  received  from  each  office,  the  percentage  of 
referral  forms  that  were  received  in  useable  (codeable)  form, 
the  percentage  of  the  Medicaid  population  in  each  county  that 
is  reflected  in  the  referrals,  and  the  number  of  forms  that  had 
to  be  returned  for  corrections  or  further  work. 

California's  cost  avoidance  evaluation  data  are  maintained  as 
part  of  the  MMIS.  For  counties  and  for  SSA  district  offices 
alike,  it  counts  the  number  of  TPL  referral  forms  received  each 
month,  the  number  and  percentages  of  referral  forms  that  were 
codeable  from  those  that  required  corrections,  and  then  the 
percentage  of  the  total  Medicaid  eligibles  with  recorded  TPL. 

NEW  YORK 

The  Statistical  Tracking  and  Reporting  System  (STARS)  data  base 
contains  42  specific  data  elements  related  to  cost  avoidance  and 
the  availability  of  insurance.  These  elements  are  reported 
either  directly,  or  in  combination  with  other  elements  in 
mathematical  formulate,  to  derive  various  measures  of  TPL 
performance . 
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The  most  widely  utilized  of  the  STARS  reports  ranks  all  local 
district  offices'  performance  with  respect  to  8  measures  of 
detection  and  4  measures  of  cost  avoidance.  The  12  general 
measures  of  performance  presented  in  this  and  other  reports 
are: 

Recipients  with  known  insurance  (number  and  percent)  broken 
out  by  program  (public  assistance,  medical  assistance  only, 
SSI,  total); 

occurrences  of  insurance  (number  and  percent)  broken  out 
by  type  of  insurer  (Medicare,  Blue  Cross/Blue  Shield, 
commerical  carriers,  total); 

amounts  cost  avoided  (dollars  and  percent)  broken  out  by 
source  of  payment  (Medicare,  other  insurance,  individual 
payment,  total). 

In  addition,  specialized  measures  of  performance  are  derived 
and  reported  for  STARS  and  other  reports  as  required. 
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Use  of  Direct  Recipient  Mailout  TEXAS 
of  Questionnaires  to  Detect  TPL 

1.  Abstract  -  Federal  regulations  published  February  27,  1987 
require  State  Medicaid  agencies  to  perform  systems  edits  to 
identify  those  paid  claims  for  Medicaid  recipients  that 
contain  diagnosis  codes  800  through  999  (International 
Classification  of  Disease,  9th  Revision,  Clinical 
Modification,  volume  1  (ICD-9-CM))  for  purposes  of 
determining  the  potential  casualty  related  legal  liability 
of  third  parties.  Conducting  recipient  interviews  on 
diagnosis  codes  where  potential  cases  exist  costs 
approximately  $25  per  case.  Instead  of  the  case  worker 
obtaining  the  details  on  these  cases,  Texas  sends  out  a 
questionnaire  directly  to  the  recipient  with  a  postage  paid 
return  envelope.  The  form  (8702A)  also  includes  a  WATTS 
line  telephone  number. 


2 .      Impact  of  Practice 

2.1    Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  all  recipients 
involved  in  a  trauma  related  injury. 


2.2  Savings: 

The  practice  has  resulted  in  annual  savings  of 
$192,000. 

2.3  Other  Benefits: 

The  practice  improves  the  overall  efficiency  of  the 
TPL  identification  process. 


3.  Ongoing,  Operational,  Annualized  Costs 

$30,000  Annually 

4 .  Implementation  Costs 

Minimal 

5.  Additional  Information 

Eighty  percent  of  all  the  questionnaires  are  accurately 
completed  and  returned  to  the  third  party  recovery  unit. 
The  case  worker  follows  up  to  obtain  the  completed 
questionnaires  from  recipients  who  have  not  returned  them. 
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Section  I  -  TPL  PRACTICE  D-3 


Payment  of  Cost  Effective  Health  **  CALIFORNIA 

Insurance  Premiums  for  Medicaid  Recipients  MINNESOTA 

NEW  YORK 
**  WASHINGTON 

1.  Abstract  -  Whenever  an  applicant  or  recipient  of  public 
assistance  or  medical  assistance  has  health  insurance  in  force 
covering  care  and  medical  benefits  covered  under  Title  XIX, 
full  or  partial  payment  of  the  premium  for  such  insurance  may 
be  made  by  the  State  agency  when  making  such  a  payment  is 
deemed  appropriate  pursuant  to  the  regulations  of  the 
Department  of  Social  Services. 

2.  Impact  of  Practices 

2.1    Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  the  entire  case 
universe  in  that  the  practice  permits  the  Medicaid  State 
agency  to  continue  a  recipient's  HI  in  force  on  a  case- 
by-case  basis.  This  has  the  effect  of  permitting  the 
agency  to  pay  premiums  whenever  it  finds  that  doing  so 
would  be  cost-effective  to  Medicaid.  States  that  studied 
the  problem  generally  found  that  many  (and  in  some 
populations  most)  recipients  who  have  insurance  at  the 
time  of  application  cancel  it  upon  being  found  eligible 
for  Medicaid,  because  the  program  offers  no  incentive  to 
continue  paying  premiums. 


2.2  Savings: 


$196,700  (6  months) 
Unknown 

Unknown  , 
$38,000/mo  $158,000/mo 


CALIFORNIA 
MINNESOTA 
NEW  YORK 
WASHINGTON 


Minnesota  does  not  have  the  capability  at  this  time  to  estimate 
costs;  however,  an  automated  system  has  now  been  installed  which  will 
enable  computing  future  costs. 

2Savings  are  stated  for  May  1990  and  are  for  public  assistance 
recipients.  These      savings      include     premium     payments  and 

administrative  costs  netted  against  actual  and  expected  monthly 
program  expenditures. 

3Same  criteria  as  number  2  except  this  population  is  not  on  assistance 
and  are  Class  IV  AIDS  individuals.  (See  Washington  specific  write- 
up  for  further  details). 
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3.     Ongoing,  Operational,  Annualized  Costs 


Unknown 
Unknown 
Unknown 
$33,119 


CALIFORNIA 
MINNESOTA 
NEW  YORK 
WASHINGTON 


4.     Implementation  Costs/Times 


Negligible 


Unknown 
Unknown 
Unknown 


CALIFORNIA 
MINNESOTA 
NEW  YORK 
WASHINGTON 


5.     State  Specific  Features 
CALIFORNIA 

The  California  Health  Insurance  Premium  Payment  (HIPP)  Program 
was  enacted  which  permits  the  State  Department  of  Health 
Services  ( DHS ) ,  when  it  is  cost  effective,  to  pay  the  insurance 
premiums  for  Medi-Cal  beneficiaries  with  high  cost  medical 
conditions  (e.g.,  cancer,  Acquired  Immune  Deficiency  Syndrome 
(AIDS),  organ  transplants,  and  other  types  of  chronic  or  severe 
illness).      This  HIPP  Program  became  effective  August  1,  1989. 

The  Department  must  document  cost-effectiveness  before  the  HIPP 
Program  can  pay  the  premium  costs.  Cost-effectiveness  is 
established  when  the  monthly  cost  of  care  is  at  least  twice  as 
much  as  the  monthly  insurance  premium  and  the  policy  covers  the 
applicant's  chronic  medical  condition. 

From  August,  1989  through  January,  1990,  37  cases  were  approved 
for  premium  payment  in  California  at  a  total  cost  of  $43,300 
in  premiums,  with  an  estimated  net  program  savings  of  $196,700. 
Savings  are  based  on  average  Medi-Cal  high  cost  cases  ($2,400 
per  month) .  Under-estimates  are  likely  to  occur  since  two  HIPP 
participants  received  organ  transplants  and  the  minimum 
hospital  costs  for  such  a  procedure  are  $150,000. 
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CALIFORNIA  STATUTE 

S14124.91  Payment  of  premiums  for  third-party  health  coverage 
by  State  Department  of  Health  Services;  time  period  to 
exercise  options 

The  State  Department  of  Health  Services  may,  whenever  it  is 
cost-effective,  pay  the  premium  for  third-party  health 
coverage  for  beneficiaries  under  this  chapter.  The  State 
Department  of  Health  Services  may,  when  a  beneficiary's  third- 
party  health  coverage  would  lapse  due  to  loss  of  employment 
or  change  in  health  status  or  any  other  reason,  continue  the 
individual's  health  coverage  by  paying  the  cost  of 
continuation  of  group  coverage  pursuant  to  Federal  law,  or 
converting  from  a  group  to  an  individual  plan.  Notwithstanding 
any  other  provision  of  a  contract  or  of  law,  the  time  period 
for  the  department  to  exercise  either  of  these  options  shall 
be  60  days  from  the  date  of  lapse  of  the  policy. 

MINNESOTA 

Following  is  a  summary  of  Minnesota's  State  Statute  involving 
the  payment  of  health  insurance  premiums  based  on  cost- 
effectiveness  . 

MINNESOTA  STATUTE 
Eligibility  Factors:     HI  Premiums 
Cost  Effective  Health  Insurance (HI) 

Medical  Assistance  (MA)  funds  are  used  to  pay  HI  premiums 
determined  to  be  cost-effective  to  DHS.  Premium  payment  is 
initially  made  by  the  local  agency. 

Premium  payments  for  HI  may  be  made  by  the  MA  program  if: 

(a)  the  policy  has  been  determined  to  be  cost-effective  by  the 
benefit  recovery  section;  and 

(b)  without  payment  of  the  premium  by  MA,  the  policy  would  be 
terminated  due  to  the  recipient's  financial  inability  to 
maintain  the  policy;  and 

(c)  the  premium  payment  was  not  used  as  an  employment  expense 
or  to  meet  the  client's  spenddown. 
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An  HI  policy  is  considered  to  be  cost-effective  if  it  appears 
that  payment  of  the  premiums  would  reduce  MA  expenditures  by 
more  than  the  cost  of  the  premiums. 

HI  policies  must  be  evaluated  by  the  benefit  recovery  section 
for  cost-effectiveness  whenever  MA  funds  are  used  to  pay  the 
insurance  premium.  The  cost-  effectiveness  of  a  policy  must 
be  reevaluated  by  the  benefit  recovery  section  whenever  there 
is  a  change  in  the  premium  payment  amount  and/or  the  level  of 
coverage  provided  by  the  policy.  The  following  information 
must  be  submitted  by  the  local  agency  to  the  benefit  recovery 
section  to  receive  a  determination  of  the  cost-effectiveness 
of  a  policy. 

(a)  The  recipient's  name; 

(b)  the  recipient's  age; 

(c)  a  copy  of  the  actual  and  complete  insurance  policy; 

(d)  the  premium  amount  and  premium  payment  schedule; 

(e)  information  relating  to  any  chronic  medical  condition(s) 
and/or  utilization  of  medical  care  by  the  recipient 
(including  nursing  home  benefits/expenses), 

(f )  any  extenuating  circumstances,  including  estimated  period 
of  MA  eligibility  (is  short  term),  or  maternity  leave  from 
employment, 

(g)  information  relating  to  actual  expenses  paid  by  the 
insurance  carrier  during  the  previous  contract  period  (if 
available);  determine  if  annual  expenses  paid  by  insurance 
exceed  annual  premium,  and 

(h)  identify  whether  applicant/recipient  is/will  be  enrolled 
in  a  Medicaid  demonstration  project  for  pre-paid  health 
care. 

It  is  critical  that  sufficient  information  be  submitted  with 
requests  for  cost-effectiveness  review.  Determinations  are 
based  on  medical  needs  as  well  as  premium  expenses;  adequate 
information  is  required  to  make  an  accurate  assessment 
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Indemnity  Insurance  Policies 

Indemnity  insurance  policies  are  not  considered  HI  policies; 
premium  payments  may  not  be  paid  out  of  MA  funds  nor  may  they 
be  used  to  meet  a  spenddown.  These  policies  should  not  be 
referred  for  review  of  cost-effectiveness. 

Medicare  Prepayment  Plans 

Medicare  prepayment  plans  which  have  contracts  with  the  Federal 
Government  to  provide  HMO  services  to  Medicare  beneficiaries, 
require  cost-effectiveness  review  by  benefit  recovery  section. 
Changes  in  the  premiums  and  benefits  available  under  these 
plans  now  necessitate  review. 

Long  Term  Care  Clients 

Whenever  a  recipient  resides  in  a  long  term  care  facility  and 
has  medical  insurance  which  is  determined  to  be  cost  effective, 
the  premium  shall  be  paid  out  of  the  MA  assistance  account  and 
not  from  client  income. 

Client  Spenddown 

In  a  case  where  there  is  a  6 -month  spend  down,  the  premium  for 
medical  insurance  may  be  considered  as  part  of  the  recipient's 
spenddown  amount  or  the  premium  may  be  paid  out  of  the  MA 
assistance  account  for  months  that  the  recipient  is  eligible. 

Recipient  Reimbursement  for  Premium  Payment 

When  an  applicant  is  found  eligible  for  MA  and  has  paid  for 
cost  effective  medical  insurance  premiums  during  the  month  of 
application  and  retroactive  eligibility  period,  the  recipient 
shall  be  reimbursed  for  the  amount  s/he  paid  for  those  premiums 
if: 

(a)  the  applicant/recipient  was  eligible  for  MA  during  the 
retro  months; 

(b)  the     premiums     were     paid     for     cost-effective  health 
insurance;  and 

(c)  the  premiums  were  not  used  to  satisfy  a  spenddown  or  as 
an  employment  expense. 
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If    a    part    of    a    premium    is    used    to    satisfy    a  spenddown 
requirement,    then   the    reimbursement   must   reflect    only  the 
portion  of  the  premium  which  was  not  used  to  satisfy  the 
spenddown . 

If  the  entire  family  is  not  eligible  for  MA,  but  the  premium 
coverage  is  for  all  family  members,  the  reimbursement  must 
reflect  only  the  costs  for  the  eligible  family  members.  A 
breakdown  of  the  premium  amount  for  the  eligible  family  members 
should  be  obtained.  If  that  is  not  available,  the  premium 
amount  should  be  prorated  according  to  the  number  of  covered 
persons. 

Medicare  Part  A  Premiums 

Some  individuals  age  65  or  older  do  not  meet  the  requirements 
for  premium- free  hospital  insurance  under  Medicare  Part  A. 
Persons  who  lack  the  quarters  of  coverage  for  entitlement  to 
Part  A  or  persons  not  enrolling  when  they  become  eligible  for 
Part  A,  are  required  to  pay  a  monthly  premium  for  coverage. 

Part  A  premiums  are  payable  out  of  the  MA  account.  Cost- 
effectiveness  review  is  not  required. 

Persons  not  enrolling  timely  for  Part  A  may  be  charged  a  10 
percent  penalty  for  each  12-month  period  of  non-enrollment. 
Effective  July  1,  1986,  the  late  enrollment  premium  is  limited 
to  20  percent  above  the  monthly  premium.  Federal  Financial 
Participation  (FFP)  for  the  premium  payment  is  available  at  the 
Federal  Medical  Assistance  Percentage  (FMAP)  rate  rather  than 
at  the  administrative  rate. 

The  local  agency  should  make  payment  from  the  "Medicare  Payment 
Due  Notice"  received  by  the  recipient  each  month.  The  check 
is  made  payable  and  sent  to  HCFA  Medicare  Insurance,  Medicare 
Premium  Collection  Center,  Department  98081,  Louisville, 
Kentucky  40298. 

Medicare  Part  B  Premiums 

Medicare  Part  B  premiums  may  not  be  paid  out  of  MA  funds  for 
persons  not  entitled  to  SSI  or  Minnesota  Supplemental  Aid  (MSA) 
benefits.  Persons  receiving  SSI  or  MSA  and  MA  who  are  eligible 
for  Medicare  Part  B,  will  be  covered  under  the  State  Buy-In 
Program  referenced  in  section  IV-D. 
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Medicare  and  Prepayment  Plans 

Persons  covered  by  Medicare  Part  B  are  eligible  to  enroll  in 
Medicare  Prepayment  Plans.  Medicare  Prepayment  Plans  include 
Health  Maintenance  Organizations  (HMO)  and  Competitive  Medical 
Plans  (CMP)  that  have  contracts  with  the  Federal  Government  to 
provide  services  to  Medicare  beneficiaries.  The  premium  paid 
to  the  prepayment  plan  is  for  deductibles  and  coinsurance,  and 
for  benefits  in  addition  to  those  covered  by  Medicare.  It  is 
not  the  premium  for  Medicare  Part  B  medical  insurance. 

Some  prepayment  plans  will  not  pay  for  services  outside  the 
plan  system;  these  denied  services  do  not  qualify  for  MA 
reimbursement . 

The  HI  cost-effectiveness  review  by  the  benefit  recovery 
section  is  required  for  Medicare  prepayment  plans.  Premiums 
may  be  paid  from  MA  funds  for  those  Medicare  covered  persons 
when  cost-effectiveness  has  been  established. 

NEW  YORK 

Section  II  -  TPL  Practice  D-l  of  this  Guide  contains  the 
automated  process  used  by  New  York  for  determining  cost 
benefits  relating  to  the  continuation  of  coverage  for  Medicaid 
recipients.  New  York  has  also  developed  the  cost  of  providing 
medical  services  for  each  program  category  of  Medicaid 
recipients  for  comparison  purposes  in  evaluating  the  cost- 
effectiveness  of  paying  insurance  premiums. 


NEW  YORK  STATUTE 

Group  Health  Insurance  Benefits;  Conditions  of  Eligibility 

Notwithstanding  any  other  inconsistent  provision  of  law  and  to 
the  extent  permissible  under  Federal  law,  any  applicant  for  or 
recipient  of  home  relief  or  aid  to  dependent  children  who  is 
or  becomes  employed  and  whose  employer  provides  group  health 
insurance  benefits,  including  benefits  for  a  spouse  and 
dependent  children  of  such  applicant  or  recipient,  shall  apply 
for  and  utilize  such  benefits  as  a  condition  of  eligibility  for 
home  relief  or  aid  to  dependent  children. 
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Such  applicant  or  recipient  shall  also  utilize  such  benefits 
provided  by  former  employers  as  long  as  such  benefits  are 
available.  The  Department  shall  promulgate  regulations  to 
determine  the  eligibility  requirements  of  those  applicants  and 
recipients  who  have  more  than  one  employer  offering  group 
health  insurance  benefits. 

The  provisions  of  this  section  shall  apply  to  such  applicants 
upon  their  initial  certification  for  aid  to  dependent  children 
or  home  relief  and  to  such  recipients  upon  their 
recertification  for  such  assistance  following  the  date  on  which 
this  section  becomes  effective.  The  cost  of  premiums  paid  by 
such  applicants  or  recipients  for  such  coverage  shall  be 
deducted  from  such  applicant's  or  recipient's  earnings  as  an 
expense  incident  to  his  employment,  in  addition  to  any  other 
expenses  allowed  pursuant  to  the  provisions  of  section  131-1 
of  this  article. 

WASHINGTON 

During  July  1989,  Washington  State  commenced  purchasing  health 
insurance  for  medical  assistance  recipients.  Washington  State 
Law  allows  for  payment  of  insurance  premiums  when  it  is  cost- 
effective  to  do  so.  Premium  payments  involve  private  HI,  group 
plans,  Medicare  supplemental  plans,  and  others,  and  include 
those  persons  failing  under  the  extension  provisions  of  the 
Consolidated  Omnibus  Budget  Reconciliation  Act  (COBRA) . 

MMIS  reports  are  generated  every  6  months  which  provide  actual 
medical  service  expenditures  for  recipients  by  age  and  sex 
categories.  These  reports  are  used  together  with  the  cost  of 
premiums  and  State  staff  costs  to  determine  the  cost 
effectiveness  for  the  continuation  of  providing  medical 
coverage  to  these  recipients  through  this  unique  practice. 

For  those  AIDS  patients  not  on  assistance,  State  funds  are  used 
to  purchase  insurance,  thus  reducing  the  rate  of  reduction  of 
income  used  for  medical  care.  This  results  in  adequate  medical 
expenditure  support  without  expenditures . 

For  any  individuals  with  AIDS,  actual  program  expenditures  are 
monitored  to  maintain  cost-effective  administration  and  premium 
payments.  Since  FY  86,  on-going  costs  for  individuals 
diagnosed  with  AIDS  has  continued  to  decline. 
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Average  monthly  expenditures  are  as  follows: 

FY  86  $2,056;  FY  87  $2,077;  FY  88  $1,815;  FY  89  $1,931;  FY  90 
(incomplete  $1,238). 

These  declines  are  associated  with:  (1)  improved  use  of  drugs 
in  treatment,  (2)  hospice  and  less  costly  primary  care 
delivery,  and  (3)  the  effect  of  health  insurance  purchases. 

Legislation  regarding  both  public  assistance  individuals  and 
State  only  Class  IV  AIDS  individuals  are  as  follows: 

NEW  SECTION  §213.  FOR  THE  DEPARTMENT  OF  SOCIAL  AND  HEALTH 
SERVICES  -  MEDICAL  ASSISTANCE  PROGRAM 

(1)  The  Department  is  authorized  under  42  USC  §1396 (a)(1)  to 
pay  third-party  health  insurance  premiums  for 
categorically  needy  medical  assistance  recipients  upon  a 
determination  that  payment  of  the  health  insurance  premium 
is  cost  effective.  In  determining  cost  effectiveness,  the 
Department  shall  compare  the  amount,  duration,  and  scope 
of  coverage  offered  under  the  medical  assistance  program. 

NEW  SECTION  §3.  A  NEW  SECTION  IS  ADDED  TO  CHAPTER  70.24  RCW 
TO  READ  AS  FOLLOWS: 

(1)  "Class  IV  Human  Immunodeficiency  Virus  Insurance  Program", 
as  used  in  this  section,  means  the  program  financed  by 
State  funds  to  assure  health  insurance  coverage  for 
individuals  with  Class  IV  human  immunodeficiency  virus 
infection,  as  defined  by  the  State  Board  of  Health,  who 
meet  eligibility  reguirements  established  by  the 
Department . 

(2)  The  Department  may  pay  for  health  insurance  coverage  with 
funds  appropriated  for  this  purpose  on  behalf  of  persons 
who  are  infected  with  Class  IV  human  immunodeficiency 
virus,  meet  program  eligibility  requirements,  and  are 
eligible  for  "continuation  coverage"  as  provided  by  the 
Federal  Consolidated  Omnibus  Budget  Reconciliation  Act  of 
1985  or  group  health  insurance  policies:  PROVIDED,  that 
this  authorization  to  pay  for  health  insurance  shall  cease 
on  June  30,  1991,  as  to  any  coverage  not  initiated  prior 
to  that  date.  NOTE:  Extension  will  be  requested  by  State 
agency. 
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Third  Party  Information  Reported  Via  the  *  NEW  YORK 

Electronic  Medicaid  Eligibility  Verification 
System  ( EMEVS ) 


1.  Abstract  -  In  January  1987,  New  York  State  implemented  the 
Electronic  Medicaid  Eligibility  Verification  System  (EMEVS)  . 
This  system  is  used  by  providers  to  verify  recipient 
eligibility  prior  to  provision  of  Medicaid  services.  A 
recipient  must  present  an  official  Medicaid  identification 
card  to  the  provider  when  requesting  services.  The 
verification  process  through  EMEVS  is  used  to  determine  the 
recipient's  eligibility  for  Medicaid  services  and  supplies. 
A  provider  not  verifying  eligibility  prior  to  provision  of 
services  risks  the  possibility  of  nonpayment  for  those 
services . 

The  verification  process  through  EMEVS  is  completed  using 
one  of  two  possible  methods,  the  Medicaid  Eligiblity 
Terminal  (MET)  or  a  telephone  verification  process  using  an 
audio  response  unit  (ARU) .  Verifications  can  be  completed 
within  seconds  through  the  use  of  a  touch- tone  telephone,  a 
rotary  telephone  with  a  tone  generator,  a  tone  generator 
handset,  or  a  MET  terminal. 

Following  is  the  information  available  through  EMEVS: 

-  The  eligibility  status  of  a  Medicaid  recipient  for  a 
specific  date, 

-  the  county  having  financial  responsibility  for  the 
recipient  (used  to  determine  the  contract  office  for 
prior  approval  and  prior  authorization) , 

-  any  Medicare  or  third  party  insurance  coverage 
that  a  recipient  may  currently  have  or  had  for  the 
date  in  inquiry,  including  HMO  coverage. 

The  specific  third  party  data  that  is  provided  for  the  date 
of  service  entered  includes: 

-  Medicare  Parts  A  &  B, 

-  HI  claim  number, 

-  insurance  company  code,  and 

-  services  covered  by  insurance  carrier. 
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2.    Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  impacts  every  Medicaid  eligible  recipient  in  the 
State. 

2 . 2  Savings : 

The  Third  Party  Resources  portion  of  the  EMEVS  is  used 
to  alert  providers  to  recipient  insurance  and  Medicare 
coverage.  This  information  was  previously  made 
available  to  providers  on  a  paper  Medicaid  ID  card. 
Therefore,  the  implementation  of  this  system  has  not 
created  additional  savings.  The  EMEVS  is  one  part  of 
a  group  of  automated  efforts  used  to  reduce  Medicaid 
expenditures  through  the  utilization  of  recipient  HI 
and  Medicare. 

2.3  Other  Benefits: 
Explained  in  Part  1  Abstract 

3.  Ongoing  Operational  Annualized  Cost 

Minimal 

4.  Implementation  Costs /Times 

There  was  very  little  cost  for  implementation  because 
the  TPR  portion  of  EMEVS  represents  one  small  aspect  of 
the  entire  system.  Implementation  proceeded  from 
January  1987  to  May  1987. 
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TPL  Identification  Through  the  *  ILLINOIS 

Automated  Intake  System  (AIS) 

1.  Abstract  -  The  Department's  model  Automated  Intake  System  (AIS) 
ensures  that  intake  eligibility  workers  inquire  about  Medicare 
enrollment,  TPL  coverage,  personal  injury  and  information 
regarding  real  property  and  assets  which  may  affect  the 
Department's  claim  against  the  estate  of  a  deceased  recipient. 
A  positive  response  to  questions  on  generic  screens  brings  up 
expanded  screens  to  capture  more  detailed  information  and  prompt 
the  eligibility  worker  to  complete  referral  forms. 

2.  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  impacts  on  all  Medicaid  applicants  whose  intake 
eligbility  interviews  are  conducted  at  the  local  office. 

2 . 1  Savings : 

Actual  amount  of  savings  is  unknown,  but  TPL 
identification  has  increased. 

3.  Operational  Annualized  Cost 

The  cost  is  absorbed  in  entire  AIS  operational  costs. 

4.  Implementation  Cost/Time 

Unknown . 
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Use  of  the  Attorney  General's  Office  *  IDAHO 

in  Collection  of  Medicaid  Recoverable  Dollars 

1.  Abstract  -  In  cases  where  a  recipient  is  injured,  has  decided 
to  file  suit  against  the  injuring  party,  and  has  retained  an 
attorney,  the  third  party  unit  involves  the  Attorney  General's 
office . 

When  the  Third  Party  Unit  receives  a  claim  with  an  injury 
diagnosis,  a  questionnaire  is  sent  to  the  recipient.  One 
question  on  this  form  requests  litigation  information  and 
states ; 

"Do  you  plan  to  bring  legal  action  against  anyone  for  your 
accident?" 

"If  so,  please  give  the  name,  address  and  phone  number  of  your 
attorney. " 

As  soon  as  the  Third  Party  Unit  is  aware  that  a  recipient  is 
filing  suit,  the  information  we  have  obtained  is  referred  to 
the  Attorney  General's  office. 

When  the  Attorney  General's  office  receives  a  referral  from 
the  third  party  unit,  they  will  immediately  contact  the 
recipient's  attorney  and  file  a  lien  on  the  settlement.  When 
a  settlement  is  acquired,  Medicaid  is  the  first  to  be  repaid 
(after  the  attorney)  and  we  are  then  able  to  recover  some  or 
all  of  the  medical  expenses  we  have  paid.  From  this  point  on, 
all  contact  with  the  recipients  attorney  is  handled  by  the 
Attorney  General's  office.  However,  the  Attorney  General 
cannot  compromise  or  approve  a  settlement  without  Department 
of  Health  and  Welfare's  approval. 

The  Attorney  General's  office  has  a  para-legal  on  staff  and 
an  attorney  whose  time  is  almost  entirely  dedicated  to  third 
party  related  issues. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  the  entire  Medicaid 
population . 
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2.2  Savings : 

$104,159  79  Cases  (Avg.  Per  Case  $1,320) 

2. 3  Other  Benefits: 

One  of  the  major  benefits  we  have  achieved  is  the  legal 
input  and  the  assurance  that  all  legal  guidelines  and  time 
limits  are  met. 

3 .  Ongoing,  Operational,  Annualized  Costs 

None  -  The  Attorney  General  and  staff  are  always  available 
for  the  use  of  any  Health  and  Welfare  Department.  We  are 
simply  taking  advantage  of  this  service. 

4  .  Implementation  Costs /Times 

Minimal 
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TEFRA  Liens  *  MARYLAND 

1.  Abstract  -  The  Maryland  Medical  Assistance  Program  implemented 
regulations  to  allow  placement  of  a  lien  against  the  property 
of  an  institutionalized  Medical  Assistance  recipient 
determined  medically  unable  to  return  to  his  home  in  the 
community,  pursuant  to  the  provisions  of  TEFRA. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  impacts  any  Medical  Assistance  recipient 
who  owns  real  property,  is  a  patient  in  a  long  term  care 
facility,  has  been  determined  medically  to  have  no 
reasonable  expectation  for  discharge  from  the  facility 
and  return  home,  and  whose  home  is  not  the  current  lawful 
residence  of  the  person's  spouse,  child,  disabled  son  or 
daughter,  or  sibling  who  meets  certain  tests  concerning 
interest  and  continuous  residence. 

2.2  Savings  (Recoveries): 

Maryland  recovered  $300,000  from  TEFRA  liens  in 
FY  89. 

2.3  Other  Benefits: 

The  prime  benefit  of  implementing  this  procedure  is  the 
maintenance  of  Medical  Assistance  eligibility  for  long 
term  care  facility  residents  who  would  otherwise  be 
ineligible  because  the  value  of  their  non-excludable  home 
in  conjunction  with  other  resources  would  exceed  the 
resource  limit  for  eligibility.  By  permitting  a  lien  to 
be  filed  on  their  realty,  they  can  secure  continued  care. 

The  State  protects  itself  with  the  placement  of  the  lien, 
which  constitutes  a  claim  against  the  proceeds  of  sale 
of  the  property.  When  the  sale  occurs,  the  lien  must  be 
satisfied  before  title  can  pass  from  seller  to  buyer. 
In  an  estate  sale,  this  gives  settlement  of  the  lien 
preference  even  over  the  preferred  creditors  of  the 
estate. 
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Ongoing  Operational  Cost  (Annualized) 

There  are  no  staff  costs  directly  attributable  to  this 
practice  because  it  was  implemented  with  existing  TPL  staff. 
Court  costs  for  filing  original  liens  and  semiannual  updates 
in  the  property  records  are  less  than  $10,000  annually  and  are 
reimbursed  at  time  of  settlement.  Medical  determination  of 
inability  to  return  to  the  home  in  the  community  is  made  by  a 
peer  review  organization.  Because  this  is  an  adjunct  activity 
to  the  determination  of  medical  eligibility  for  long  term 
care,  there  is  no  cost  for  this  activity. 


Implementation  Costs /Time 

Implementation  costs  included  printing  and  distribution  of 
regulations,  procedures  and  forms  to  local  departments  of 
social  services  and  training  of  eligibility  technicians  in  the 
new  procedures.  TPL  Division-specific  costs  were  minimal, 
being  restricted  to  the  salary  of  the  Division's  Special 
Counsel  for  the  time  spent  in  meeting  with  court  custodians  of 
property  records  to  formalize  the  lien  filing  process. 

The  lien  provisions  were  implemented  by  regulation  rather  than 
legislation . 

The  implementation  period  was  18  months,  including  the 
drafting  and  issuing  of  the  regulations. 
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Use  of  a  Contingency-Fee  Contractor  *  ALASKA 

for  TPL  Identification/Recovery 

1.  Abstract  -  During  April  1986,  Alaska  was  made  aware  of 
additional  staffing  reductions  which  would  occur  in  the  State 
Medicaid  Program,  effective  July  1,  1986.  This  would  leave 
one-half  a  full-time  eguivalent  (FTE)  to  perform  the  TPL 
functions . 

State  and  Federal  staff  met  and  discussed  the  possibility  of 
developing  a  Request  for  Proposal  (RFP)  for  the  purpose  of 
selecting  a  contingency  fee  contractor  to  perform  all  the 
facets  of  third  party.  HCFA's  Transmittal  Number  42  to  the 
State  Medicaid  Manual  dated  August  1986,  paved  the  way  for  this 
to  occur. 

A  one-year  contract  (with  two  one-year  options  to  extend)  was 
awarded  to  Touche  Ross  and  Co.  on  December  24,  1986,  with  an 
effective  date  of  February  2,  1987.  The  initial  contract 
provided  for  a  20  percent  contingency  fee  (excluding 
collections  attributable  to  such  Federally- funded  programs  as 
Medicare,  Veterans  Administration,  Champus,  etc.)  until  such 
time  as  the  Contractor  recovered  his  costs.  The  contingency 
fee  would  then  be  reduced  to  8  percent. 

There  are  provisions  in  the  contract  requiring  the 
establishment  of  a  joint  bank  account  for  receipt  and 
disbursement  of  collections,  the  requirement  for  Touche  Ross 
and  Co.  to  submit  detailed  quarterly  progress  reports  and  for 
their  cost  reports  to  be  audited  on  an  annual  basis.  The 
Medicaid  State  Agency  assists  the  Contractor,  when  required, 
and    monitors  the  contractor's  performance. 

Touche  Ross  and  Co.  designed  developed  and  implemented  an 
"Alaska  TPL  System"  in  approximately  thirty  (30)  days  which 
was  fully  operational  by  the  effective  date  of  the  contract. 
The  State  has  proprietary  rights  to  the  system  which  contains 
four  major  data  bases  and  is  still  in  use.  At  the  onset,  the 
Contractor  prepared  articles  for  the  major  newspapers  in  Alaska 
and  wrote  letters  to  the  Medicaid  providers  advising  they  would 
handle  all  facets  of  TPL  and  would  be  acting  in  the  capacity 
as  an  agent  of  the  State. 
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Impact  of  Practices 

2.1  Affected  Segment  of  Caseload: 

The  Contractor  is  responsible  for  handling  all  aspects  of  the 
TPL  Program  on  behalf  of  the  Division  of  Medical  Assistance, 
State  of  Alaska  for  Medicaid  (Title  XIX),  and  the  General 
Relief  (GRM) (State)  Programs. 

The  Contractor  identifies  "new"  third  party  resources, 
retroactively  bills  third  party  resources  on  newly-developed 
resources,  and  performs  data  matches  with  the  Child  Support 
Enforcement  Division  (CSED),  Workers'  Compensation,  and 
private  insurers;  i.e.,  Aetna,  Blue  Cross/Blue  Shield, 
Metropolitan,  and  Provident.  In  addition,  Touche  Ross  and 
Co.  is  responsible  for  processing  all  Trauma  Code  Reports  (TP- 
6)  generated  by  the  Medicaid  Management  Information  System 
(MMIS)  to  include  providing  legal  counsel  in  the  settlement  of 
casualty  cases.  The  Contractor  also  performs  hospital  audits 
to  detect  possible  duplicate  payments;  i.e.,  a  provider  is 
paid  by  Medicaid  and  subseguently  receives  payment  from  a 
third  party  resource. 

2.2  Collections/Savings  (February  2,  1987  -  February  2,  1990): 

$2,100,000  (Actual  Collections) 

695,000  (Annualized     Savings     due     to     253  cost 

avoidance  referrals) 
2,300,000  (Pending  settlement  of  casualty  cases  and 

a  decision  involving  a  major  insurance 
company  re:     timely  filing  of  claims) 

2.3  Other  Benefits: 

State  and  Federal  funds  are  not  reguired  "up  front"  as  the 
Contractor  is  paid  a  percentage  of  "hard-dollar" 
collections.  A  contingency  fee  contract  provides  a  real 
incentive  for  the  Contractor  to  pursue  all  third  party 
leads  in  order  to  recover  Medicaid  funds. 


76 


SECTION  I  -  TPL  PRACTICE  D-8  (continued) 


One  of  the  major  benefits  in  terms  of  saving  State/Federal 
dollars  occurs  due  to  Touche  Ross  and  Co. 's  having  two  (2) 
attorneys  in  Anchorage  on  their  staff  who  are  available 
for  consultation  and  the  handling  of  casualty  cases. 
These  legal  services  are  all  part  of  the  contingency  fee 
and  there  have  only  been  two  instances  when  additional 
legal  fees  were  paid  to  these  attorneys  and  those  were 
very  complicated,  time-consuming  cases  whereby  briefs  and 
court  appearances  were  required. 

3 .  Ongoing,  Operational ,  Annualized  Costs 

Contingency  fee  of  20  percent  with  a  reduction  to  8 
percent  when  contractor's  costs  are  recovered. 

4.  Implementation  Costs /Times 

$400/000  for  the  initial  design,  development,  and 
implementation  of  "Alaska's  TPL  System." 

5 .  State  Specific  Features 

The  period  of  performance  for  the  initial  contingency  fee 
contract  was  extended  through  June  30,  1990.  It  is  to  be  noted 
that  the  contract  was  amended  the  second  year  to  provide  a 
contingency  fee  for  the  collection  of  third-party  dollars  from 
Federal  entities  as  provided  for  in  HCFA's  Transmittal  Number 
55  dated  January  1988. 

The  use  of  a  contingency  fee  contractor  has  proven  so 
successful  in  Alaska  that  an  RFP  for  a  competitive  procurement 
was  issued  on  March  20,  1990,  in  order  to  enter  into  a  "new" 
contract,  effective  July  1,  1990. 

Alaska  is  currently  in  the  process  of  awarding  a  3  year 
contract  with  a  provision  to  extend  the  period  of  performance 
for  two  additional  1-year  periods. 
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Coverage  of  Dependent  Children  Not  Residing  *  ILLINOIS 

in  Household  of  Policyholder  *  MINNESOTA 

*  OREGON 

1.  Abstract  -  Insurance  companies  shall  be  prohibited  from 
excluding  coverage  to  dependents  solely  because  the  dependents 
do  not  reside  in  the  same  household  as  the  insured. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  affects  dependent  children  in  Medicaid 
programs . 

2.2  Savings : 

Unknown  ILLINOIS 
Unknown  MINNESOTA 
$8.5  Million1  OREGON 

Oregon  estimates  that,  without  Oregon  Revised  Statute  (ORS)  743.716, 
children  of  absent  parents  would  lose  their  insurance  coverage, 
resulting  in  an  increase  of  $8.5  million  dollars  per  biennium  in 
Medicaid  expenditures. 

3 .  Ongoing,  Operational,  Annualized  Cost 

Unknown 

4.  Implementation  Costs /Times 

Unknown 

5.  State  Specific  Features 
ILLINOIS 

Section  356,  Public  Law  86-649  (HB  2409),  which  was  effective 
January  1,   1990,  follows  below. 
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ILLINOIS  STATUTE 

Sec  356h.  No  individual  or  group  policy  of  accident  and  health 
insurance  which  covers  the  insured's  immediate  family  or 
children,  as  well  as  covering  the  insured,  shall  exclude  a  child 
from  coverage  or  limit  coverage  for  a  child  solely  because  the 
child  is  an  adopted  child,  or  solely  because  the  child  does  not 
reside  with  the  insured.  For  purposes  of  this  Section,  a  child 
who  is  in  the  custody  of  the  insured,  pursuant  to  an  interim 
court  order  of  adoption  vesting  temporary  care  of  the  child  in 
the  insured,  is  an  adopted  child,  regardless  of  whether  a  final 
order  granting  adoption  is  ultimately  issued. 

Section  7.     This  Act  takes  effect  on  January  1,  1990. 


MINNESOTA 

Selected  portions  of  Chapter  62,  Minnesota  Legislation,  which 
addresses  dependent  coverage  issues  follows. 


MINNESOTA  STATUTE 
ACCIDENT  AND  HEALTH  INSURANCE 
62A.047     DEPENDENT  COVERAGE. 

A  policy  of  accident  and  sickness  insurance  that  covers  an 
employee  who  is  a  Minnesota  resident  must,  if  it  provides 
dependent  coverage,  allow  dependent  children  who  do  not  reside 
with  the  covered  employee  to  be  covered  on  the  same  basis  as  it 
they  reside  with  the  covered  employee.  Neither  the  amount  of 
support  provided  by  the  employee  to  the  dependent  child  nor  the 
residency  of  the  child  may  be  used  as  an  excluding  or  limiting 
factor  for  coverage  or  payment  for  health  care. 

Note:  Section  270  of  article  2  in  chapter  689  provides  that  this 
section  applies  to  any  policy  plan  or  contract  issued  or  renewed 
on  or  after  April  29,  1988. 

Also  Note:  Chapter  571,  section  1,  also  creates  a  new  statute 
at  Minnesota  Statute  section  62A.047.  This  conflict  should  be 
resolved  by  the  revision  of  statutes  in  the  official  version  of 
Minnesota  Statutes. 
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NONPROFIT  HEALTH  SERVICES  PLAN  CORPORATIONS  ACT 
62C.143     DEPENDENT  COVERAGE. 

A  subscriber  contract  of  a  nonprofit  health  service  plan 
corporation  that  covers  an  employee  who  is  a  Minnesota  resident 
must,  if  it  provides  dependent  coverage,  allow  dependent  children 
who  do  not  reside  with  the  covered  employee  to  be  covered  on  the 
same  basis  as  if  they  reside  with  the  covered  employee.  Neither 
the  amount  of  support  provided  by  the  employee  to  the  dependent 
child  nor  the  residency  of  the  child  may  be  used  as  an  excluding 
or  limiting  factor  for  coverage  or  payment  for  health  care. 

Note:  Section  270  of  article  2  in  chapter  689  provides  that  this 
section  applies  to  any  policy  plan  or  contract  issued  or  renewed 
on  or  after  April  29,  1988. 


HEALTH  AND  MAINTENANCE  ACT  OF  1973 
6 2D. 104     DEPENDENT  COVERAGE. 

A  health  maintenance  organization  subscriber  contract  must,  if 
it  provides  dependent  coverage,  allow  dependent  children  who  do 
not  reside  with  the  covered  employee  to  be  covered  on  the  same 
basis  as  if  they  reside  with  the  covered  employee.  Neither  the 
amount  of  support  provided  by  the  employee  to  the  dependent  child 
nor  the  residency  of  the  child  can  be  used  as  an  excluding  or 
limiting  factor  for  coverage  or  payment  for  any  health  care. 
Coverage  under  this  section  shall  apply  only  if  the  dependent 
child  resides  within  the  service  area  of  the  health  maintenance 
organization  of  if  the  dependent  child  is  a  birth  or  legally 
adopted  child. 

Note:  Section  270  of  article  2  in  chapter  689  provides  that  this 
section  applies  to  any  policy  plan  or  contract  issued  or  renewed 
on  or  after  April  29,  1988. 
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HEALTH  CARE 

62E.04  DUTIES  OF  INSURERS. 

Subd.  9.  Reduction  of  benefits  because  of  ERISA  service 
No  plan  of  health  coverage  including,  but  not  limited  to,  a  plan 
under  the  Federal  Employee  Retirement  Income  Security  Act  of  1974 
(ERISA),  United  States  Code,  title  29,  sections  1001  1461,  which 
covers  a  Minnesota  resident  shall  deny  or  reduce  benefits  because 
services  are  rendered  to  a  covered  person  or  dependent  who  is 
eligible  for  receiving  benefits  under  chapter  256B. 

Subd.  10.  Dependent  coverage.  A  plan  of  health  coverage  under 
the  Federal  Employee  Retirement  Income  Security  Act  of  1974 
(ERISA),  United  States  Code,  title  29,  sections  1001  to  1461 
which  covers  an  employee  who  is  a  Minnesota  resident  must,  if  it 
provides  dependent  coverage,  allow  dependent  children  who  are 
eligible  for  or  receiving  benefits  under  chapter  256B  and  who  do 
not  reside  with  the  covered  employee  to  be  covered  on  the  same 
basis  as  if  they  reside  with  the  covered  employee.  Neither  the 
amount  of  support  provided  by  the  employee  to  the  dependent 
children  nor  the  residency  of  the  child  can  be  used  as  an 
excluding  or  limiting  factor  for  coverage  or  payment  for  any 
health  care. 

Note:  Section  270  of  article  2  in  chapter  689  provides  that  this 
section  applies  to  any  policy  plan  or  contract  issued  or  renewed 
on  or  after  April  29,  1988. 

OREGON 

ORS  743.716  is  a  result  of  a  proposal  made  to  the  1985 
legislative  session.  At  that  time,  a  growing  number  of  insurance 
policies  contained  provisions  which  excluded  children  from  being 
served  by  Child  Support  and  Medicaid  Programs.  This  practice  of 
excluding  dependent  children  who  did  not  live  in  the 
policyholder's  home,  resulted  in  a  number  of  children  losing 
their  insurance  coverage.  The  Oregon  statute  appears  on  the 
following  page. 
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OREGON  REVISED  STATUTE 

743.716  Coverage  of  children  not  residing  in  household  of 
policyholder  or  employee  of  policyholder. 

(1)  All  policies  providing  health  insurance  as  defined  in  ORS 
731.162  and  containing  coverage  for  children  of  policyholders  or 
children  of  employees  of  policyholders  shall  provide  that 
children  not  residing  in  a  policyholder's  or  employee's  household 
shall  be  eligible  for  coverage  to  the  same  extent  as  children 
residing  with  the  employee  or  policyholder,  so  long  as  the 
policyholder  or  employee  is  under  a  legal  obligation  to  support 
or  contribute  to  the  ongoing  support  of  the  children  not  residing 
in  thehousehold  and  providing  that  there  is  not  a  court  order  to 
the  contrary. 

(2)  Subsection  (1)  of  this  section  does  not  require  a  health 
maintenance  organization  as  defined  in  ORS  442.015  to  provide 
coverage  for  any  children  of  a  policyholder  or  employee  who 
reside  outside  the  service  area  of  the  health  maintenance 
organization.   (Formerly  743.140) 
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SECTION  I  -  TPL  Practice  D-10 


Medical  Insurance  Enforcement  *  OREGON 

1.  Abstract  -  1989  Oregon  Laws,  Chapter  812,  implemented  medical 
insurance  enforcement  provisions.  This  law  was  effective 
October  3,  1989,  and  requires  the  use  of  wage  withholding, 
when  appropriate,  to  assure  that  insurance  is  obtained. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

The  law  is  an  enforcement  tool  to  assure  that  absent 
parents  obtains  medical  and  dental  insurance  for 
dependent  children  when  it  is  so  ordered  and  is 
available. 

2 . 2  Savings : 

This  is  a  new  practice.     There  is  insufficient 
experience  to  determine  savings  at  this  time. 

2.3  Other  Benefits: 

These  will  be  established  in  the  future. 

3 .  Ongoing,  Operational,  Annualized  Costs 

Unknown 

4 .  Implementations  Costs/Times 

Unknown 

5 .  State  Specific  Features 

All  child  support  orders  require  the  obligee  to  name  a 
dependent  child  as  a  beneficiary  on  any  health  plan  that  is 
available  to  the  obligee  on  a  group  basis  through  an  employer 
or  union.  The  obligee  or  entity  responsible  for  support 
enforcement  may  serve  a  notice  of  order  on  the  employer  or 
union  to  provide  insurance  coverage  and  request  a  written 
acknowledgment  or  receipt.  If  the  employer  or  union  fails  to 
provide  written  proof  within  thirty  days  of  receiving  the 
notice  of  order  that  the  insurance  has  been  obtained  or  that 
the  application  for  insurability  has  been  made,  the  obligee 
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or  entity  responsible  for  support  enforcement  serves  notice 
of  order  of  its  intent  to  enforce  medical  support.  The  notice 
of  order  requiring  insurance  is  binding  on  the  employer  or 
union  when  service  has  been  effected.  The  employer  or  union 
shall  enroll  the  child  as  a  beneficiary  in  the  group  insurance 
plan  and  withhold  any  required  premium  from  the  obligor's 
income  or  wages.  Chapter  812  of  1989  Oregon  law  is  the 
pertinent  legislation  which  follows. 
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Chop.  812 


CHAPTER  812 

AN  ACT  HB  2454 

Relating  to  support;  creating  new  provisions;  and 
amending  ORS  25.310,  25.370,  108.120,  109.100, 
109.165,  110.022,  110.201  and  416.400. 

Be  It  Enacted  by  the  People  of  the  State  of 

Oregon: 

SECTION  L  Sections  2  and  3  of  this  Act  are 
added  to  and  made  a  part  of  ORS  chapter  25. 

SECTION  2.  (1)  All  child  support  orders  entered 
pursuant  to  ORS  chapters  107,  108  and  109  and  ORS 
416.400  to  416.470  and  419.513,  and  any  modifications 
of  those  orders,  shall  provide,  at  the  election  of  the 
obligee,  assignee  of  the  rights  to  medical  support 
under  the  Medicaid  program  or  the  assignee  of  cur- 
ent  support  rights,  that  the  obligor  shall  name  the 
subject  child  as  beneficiary  on  any  health  and  dental 
insurance  plan  that  is  available  to  the  obligor  on  a 
group  basis  or  through  an  employer  or  union  at  a 
cost  determined  under  ORS  416.420  unless  the  group 
insurance  is  not  accessible  to  the  child  or  obligee. 
The  Administrator  of  the  Support  Enforcement  Divi- 
sion, an  administrative  hearings  officer  or  a  court 
may  reduce  the  child  support  obligation  determined 
under  ORS  416.420  by  all  or  a  portion  of  the  cost  of 
providing  health  and  dental  insurance  when  the 
obligee,  assignee  of  the  rights  to  "medical  support 
under  the  Medicaid  program  or  the  assignee  of  cur- 
rent support  rights  has  elected  such  coverage. 

(2)  In  addition  to  the  health  and  dental  insur- 
ance coverage  required  in  subsection  (1)  of  this  sec- 
tion, the  order  shall  also  require  the  obligor  to 
provide  dependent  health  and  dental  insurance  for 
the  benefit  of  the  obligee  if  it  is  available  at  no  ad- 
ditional cost  to  the  obligor  and  in  this  case  the  pro- 
visions of  this  section  apply.  The  remedy  provided 
by  this  subsection  is  in  addition  to  and  not  exclusive 
of  any  other  remedy  provided  by  law. 

(3)  The  obligee  or  entity  responsible  for  support 
enforcement  under  ORS  25.080  may  serve  a  notice 
of  order  to  provide  for  insurance  coverage  in  a  form 
prescribed  by  the  Department  of  Human  Resources 
on  the  obligor's  employer  or  union  or  the  employer's 
or  union's  registered  agent,  bookkeeper,  accountant, 
person  responsible  for  payroll  or  local  office  man- 
ager in  the  manner  prescribed  for  the  service  of 

mmons  in  a  civil  action,  or  may  be  served  by  any 


type  of  mail  which  requests  a  return  receipt  or  other 
written  acknowledgment  of  receipt  and  is  addressed 
to  one  of  the  persons  listed  in  this  subsection.  Ser- 
vice of  the  notice  may  be  made  when  the  following 
conditions  are  met: 

(a)  The  obligor  fails  to  provide  written  proof  to 
the  obligee  or  the  entity  responsible  for  support 
enforcement  within  30  days  of  receiving  notice  of 
the  order  that  the  insurance  has  been  obtained  or 
that  application  for  insurability  has  been  made: 

(b)  The  obligee  or  the  entity  responsible  for  sup- 
port enforcement  serves  notice  of  its  intent  to  en- 
force medical  support  on  the  obligor  bv  mail  at  the 
obligor's  post-office  address;  and  "  ' 

(c)  The  obligor  fails  within  15  davs  after  the 
mailing  of  the  notice  to  provide  written' proof  to  the 
oblrgee  or  the  entity  responsible  for  support 
enforcement  that  the  insurance  coverage  existed  as 
of  the  date  of  mailing. 

(4)  The  notice  of  order  reouiring  insurance  cov- 
erage is  binding  on  the  employer  or  union  when 
service  has  been  effected.  Upon  receipt  of  the  no- 
tice, or  upon  application  of  tne  obligor  pursuant  to 
the  notice,  the  employer  or  union  shall  enroll  the 
child  as  a  beneficiary  in  the  group  insurance  plan 
and  withhold  any  required  premium  from  the 
obligor's  income  or  wages.  If  more  than  one  plan  is 
offered  by  the  employer  or  union,  the  child  snail  be 
enrolled  in  the  insurance  plan  in  which  the  obligor 
is  enrolled  or,  if  the  obligor  is  not  enrolled,  the  least 
costly  plan  otherwise  available. 

(5)  A  child  that  an  obligor  is  required  to  cover 
as  a  beneficiary  pursuant  to  this  section  is  eligible 
for  insurance  coverage  as  a  dependent  of  the  obligor. 

(6)  The  signature  of  the  custodial  parent  or 
guardian  of  the  insured  dependent  is  a  valid  author- 
ization to  the  insurer  for  purposes  of  processing  an 
insurance  reimbursement  payment  to  the  provider 
of  the  medical  services.  Wh  en  an  order  for  depend- 
ent insurance  coverage  is  in  effect  and  the  obligor's 
employment  is  terminated,  or  the  insurance  coverage 
is  terminated,  the  insurer  shall  notify  the  obligee 
within  10  days  of  the  termination  date  with  notice 
of  conversion  privileges. 

(7)  When  an  order  for  dependent  insurance  cov- 
erage is  in  effect,  the  obligor's  employer  or  union 
shall  release  to  the  obligee  or  the  entity  responsible 
for  support  enforcement,  upon  request,  information 
on  the  dependent  coverage,  including  the  name  of 
the  insurer. 

(8)  The  obligor  who  fails  to  maintain  the  medical 
or  dental  insurance  for  the  benefit  of  the  child  as 
ordered  shall  be  liable  for  any  medical  or  dental  ex- 
penses incurred  from  the  date  of  the  order. 

SECTION  3.  (1)  For  the  protection  of  applicants 
for  and  recipients  of  support  enforcement  services, 
the  Support  Enforcement  Division,  the  district  at- 
torney and  the  Department  of  Human  Resources 
shall  not  disclose  or  use  the  contents  of  any  records, 
files,  papers  or  communications  for  purposes  other 
than  those  directly  connected  with  the  establishment 
and  enforcement  of  support  obligations,  including 
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criminal  nonsupport  proceedings,  and  these  records 
files,  papers,  and  communications  are  considered 
confidential;  In  any  judicial  proceedings  except  pro- 
codings  directly  connected  with  the  estab hshmcnt  . 
or  enforcement  of  a  support  obligation,  including  a 
criminal  nonsupport  proceeding,  .their  contents  are 
considered  privileged  communications. 

A)  Violation  If  subsection  (1)  of  this  section  is 
pun  shable  upon  conviction,  by  a  fine  of  not  more 
than  $1,000  or  bv  imprisonment  in  the  county  jail  for 
not  more  than  60  days,  or  by  both. 

SECTION  4.  ORS  25.310  is  amended  to  read: 
25.310.  (1)  In  addition  to  any  other  remedy  pro- 
vided by  law  for  the  enforcement  of  supper t  when 
a  support  order  is  or  has  been  issued  in  Oregon  by 
ihl  Srcuit  court  or  the  administrator,  as  defined  in 
0»SSKm  or  has  been  registered  in  pregon^nd 
current  support  payment  records  are  being  main- 
Sed  by  the  Department  of  Human  Resources,  then 
so  muchof  anobligors  disposable  earnings .must be 
withheld  in  accordance  with  subsections  (2)  to 
of  this  section  as  is  necessary  to  comply  with  the 
order  and  provide  for  the  payment  of  any  fee  to  the 
employer  which  may  be  required.  Withholding  shall 
ocTur- without  the  need  for  any  amendment  1 o  the 
support  order  involved  or  for  any  further  action, 
other  than  those  actions  required  under  this  section, 
bv  the  court  or  administrator.  , 
(2)  An  obligor  shall  become  subject  to  such 
withholding,  and  the  advance  notice  required  under 
^section  1(4)]  (3)  of  this  section  must  be  given,  on 

the  ^te°/irective  date  of  a  support  order  or 
modification  of  a  support .  order  m  a  case  for 
which  support  enforcement  services  are  being 
P^videTpursuant  to  ORS  25.080,  unless  the  ad- 
ministrator or  court  finds  that  there  is  good 
cause  not  to  require  immediate  -withholding  or 
the  parties  provide  by  written  agreement  for  an 

^roTwhich  the  payments  which 
the  obl  gor  has  failed  to  make  under  .su ch  or der  are 
at  least  equal  to  the  support  payable  for  one  month, 

l0rV;]  (O  The  date  -as  of  which  the  obligor  re- 
quests that  such  withholding  begin;  or  [.] 

<d)  The  date  on  which  the  obligee  requests 
that  such  withholding  begin,  if  good  cause  is 
shown  for  the  withholding. 

(sTThl  advance  notice  regarding  the  delinquency 
of  support  payments  and  potential  withholding  shall 
be  Usued  and  sent  by  regular  mail  by  the  Depart- 
ment of  Human  Resources  to  the  last-known  address 
of  the  obligor.  A  copy  of  the  notice  shall  be  mai led 
by  the  department  to  the  last-known  address  of  the 
obligee.  The  advance  notice  must  state: 

(a)  The  amount  of  arrearages  and  the  amount  to 

bS  ^That' the  provision  for  withholding  applies  to 
any  current  or  subsequent  employer  or  period  of 
employment; 


(c)  The  procedures  available  for  contesting  the 
withholding  and  that  the  only  basis  for  c «ntestingj  ) 
the  withholding  is  a  mistake  of  fact,  which  mcans^ 

an  error  in  the  amount  of  current  support  or 
arrearages,  or  an  error  in  the  identity  of  the  .obligor; 

(d)  That  the  obligor  has  14  days  from  the  date 
of  the  notice  to  contact  the  district  attorney  or  the 
Support  Enforcement  Division  of  the  Department  ot 
Justice,  as  appropriate,  in  order  to  contest  the  with- 
holding, and  that  failure  to  make  such  contact 
within  14  davs  will  result  in  the  department  notify- 
ing the  emplover  to  begin  withholding;  and 

(e)  The  actions  that  will  be  taken  if  the  obligor 
contests  the  withholding. 

(4)  Upon  request  of  either  the  district  attorney 
or  the  Support  Enforcement  Division,  a,  new  advance 
notice  which  increases  the  amount  to  be  withheld 
mav  be  issued  by  the  department. 

y(5)  The  amount  to  be\vithheld  shal I  include  any 
fee  to  the  employer,  as  defined  in  ORS  23.175,  which 
the  department  may  establish,  and  may  include 
arrearages.^  ofaU       do(JS  not  the  contact 

within  the  period  specified  in  paragraph  (d)  of  sub- 
section  (3)  of  this  section,  the  department  shall  im- 
mediately send  notice  to  the  employer  to  begin 

withholding.  ,  .  . 

(7)  If  the  obligor  makes  the  appropriate  contact 
outlined  in  paragraph  (d)  of  subsection^)  of  this 
section  within  the  14-day  period,  then  the  district 
attorney  or  Support  Enforcement  Division,  as  appro- 
priate, shall  provide  the  obligor  with  an  opportunity 
to  show  that  there  is  an  error  in  the  amount  of  ^  ) 
current  support  or  arrearages,  or  an  error  in  the  w 
identity  of  the  obligor.  Payment  of  all  arrearages 
may  not  be  the  sole  basis  for  not  implementing 
withholding.  The  department  shall  by  rule  set  addi- 
tional  criteria  for  not  implementing  withholding 
The  district  attorney  or  Support  Enforcement  Divi- 
sion need  not  provide  an  opportunity  for  a ^tested 
case  administrative  hearing  pursuant  to  ORS  183.310 
to  183.550  or  a  hearing  in  circuit  court.  Within  40 
days  of  the  date  of  the  advance  notice,  the  district 
attorney  or  Support  Enforcement  Division  must  de- 
termine if  the  withholding  ^all  occur  based  on  an 
evaluation  of  the  facts,  notify  the  obligor  whether 
or  not  the  withholding  is  to  occur,  notify  the  obligor 
of  the  right  to  appeal  the  determination  and  send  the 
employer's  notice  with  the  information  required  by  . 
subsection  (9)  of  this  section.  If  withholding  is  to 
occur,  the  notice  to  the  obligor  shall  state  when 
'    withholding  will  begin  and  shall  include  the  infor- 
mation given  to  the  employer  m  the  employers  no- 

tlCe"(8)  Any  appeal  of  the  district  attorney's  or  Sup- 
port Enforcement  Division's  decision  made  Pumuuit 
to  subsection  (7)  of  this  section  is  to  the  circuit 
court  for  a  hearing  de  novo.  The  appeal  shall  not  act 
to  stay  withholding  without  a  court  order  to  that 
effect.  No  stay  or  partial  stay  shall  be  ordered  by 
any  court  unless  the  obligor  can  show  there ,  s  a 
substantial  probability  that  the  obligor  would  suffer 
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irreparable  injury  and  the  obligee  would  not  suffer 
irreparable  injurv.  ,  ... 

(9)  The  notice  to  the  cmoloycr  of  the  obligor 
shall  inform  the  employer  of  ail  the  following: 

(a)  The  employer  shall  withhold  from  the 
obligor's  disposable  earnings,  as  defined  in  uks 
23.175.  the  amount  stated  in  the  notice,  subject  to 
the  following:  ,  , 

(A)  For  as  long  as  arrearages  are  owed,  the 
amount  to  be  withheld  shall  not  be  less  than  2o 
percent  of  the  obligor's  disposable  earnings  plus  an 
cmplover  fee  or  the  amount  of  the  monthly  support 
obligation  plus  $1  plus  an  employer  fee,  whichever 

"  ^B^When  arrearages  are  paid  in  full,  the  amount 
to  be  withheld  shall  equal  the  monthly  support  obli- 
gation plus  an  employer  fee. 

(C)  Notwithstanding  subparagraph  (A.)  or  (b)  oi 
this  paragraph,  the  amount  to  be  withheld  shall  not 
exceed  the  maximum  amount  permitted  unacr  sec- 
tion 303(b)  of  the  Consumer  Credit  Protection  Act 
(15  U.S.C.  §1673(b))  as  of  January  3  1985. 

(b)  Out  of  the  amount  withheld,  the  cmplover 
mav  deduct  an  employer  fee  as  stated  in  the  notice, 
or  the  employer  may  waive  the  fee.  If  an  tmp  oyw 
waives  the  fee,  the  amount  to  be  withheld  under 
subparagraph  (A)  or  (B)  of  paragraph  (a)  of  this 
subsection  shall  not  include  an  employer  fee. 

(c)  Payments  of  the  amount  withheld,  less  any 
employer  fee,  shall  be  identified  and  made  to  the 
department  within  10  days  of  the  date  the  obligor  is 

Paid(d)  The  emplover  shall  implement  withholding  no 
later  than  the  first  payday  that  occurs  after  five 
davs  following  the  date  the  notice  was  received. 

(e)  The  withholding  required  by  this  notice  is  a 
continuing  obligation.  This  notice  and  the  withhold- 
ing required  by  it  remain  m  effect  and  are  binding 
upon  the  employer  until  further  notice  from  the  de- 
partment  or  a  court.  ,  .  , 

(f)  The  employer  is  liable  for  all  amounts  which 
the  employer  fails  to  withhold  and  pay  to  the  de- 
partment pursuant  to  this  section..  Upon  motion  to 
the  court  by  the  district  attorney  or  Support 
Enforcement  Division,  the  court  may  also  fine  the 
employer  in  an  amount  not  to  exceed  $250  for  a  vio- 
lation of  this  paragraph.  .      .  * 

(g)  The  employer  shall  not  inquire  about  the  ex- 
istence of  a  support  or  withholding  obligation  and 
shall  not  discharge,  discipline  or  refuse  to  Jure  an 
obligor  because  of  the  existence  of  a  withholding 
obligation  under  this  section.  Upon  motion  by  the 
district  attorney  or  Support  Enforcement  Division, 
the  court  may  also  fine  the  employer  for  a  violation 
of  this  paragraph  in  an  amount  not  to  exceed  $250. 

<h)  Withholding  under  this  section  has  priority 
over  any  other  legal  process  under  Oregon  law 
against  the  same  income.  .  . 

(i)  The  employer  may  combine  amounts  from 
obligors'  incomes  in  a  single  payment  to  the  depart- 
ment, as  long  as  such  payment  is  accompanied  by  a 
list  which  separately  identifies  which  portion  of  the 


payment  is  attributable  to  each  obligor  and  the 
obligor's  name  and  case  number. 

(j)  If  there  is  more  than  one  notice-  requiring 
withholding  against  a  single  obligor  under  this  sec- 
tion.  the  cmplover  shall  honor  all  withholdings  to 
the  extent  that  the  total  amount  withheld  from  the 
obligor's  income  does  not  exceed  the  limits  imposed 
under  section  303(b)  of  the  Consumer  Credit  Pro- 
tection Act  (15  U.S.C.  51673(b))  as  of  January  3. 
1985.  If  the  obligor's  income  is  not  sufficient  to  luliy 
complv  with  multiple  notices  requiring  withholding, 
the.  distribution  of  the  withholding  by  the  depart- 
ment shall  be  conducted  pursuant  to  the  depart- 
ment's rules.  ,      ,  " 

(k)  The  employer  shall  notify  the  department 
promptly  when  the  obligor  terminates  employment, 
and  shall  provide  the  obligor's  last-known  address 
and  the  name  and  address  of  the  obligor's  new  em- 
ployer, if  known.  , 

'(10)  The  employer  is  bound  by  and  required  to 
follow  the  notice  and  its  provisions  as  set  out  in 
subsection  (9)  of  this  section.  Failure  to  comply  with 
the  notice  subjects  the  employer  to  the  consequences 
set  out  in  subsection  (9)  of  this  section. 

(11)  Withholding  under  this  section  has  priority 
over  any  other  legal  process  under  Oregon  law 
against  the  same  income. 

(1")  Withholding  under  this  section  may  not  be 
terminated  solely  because  all  arrearages  are  paid. 
Withholding  may  be  terminated  if  all  arrearages  are 

Pa>d(a)nThe  duty  to  support  under  the  support  order 
no  longer  exists;  or  .  . 

(b)  The  obligor  and  obligee  request  termination 
in  writing  and  public  assistance  is  not  being  granted 
to  cither  party,  their  minor  dependents  or  th eir 
children  who  are  attending  school,  as  defined  in 
ORS  107.108.  ,   

(13)  The  employer's  notice  may  be  personally 
served  upon  the  employer  or  the  employer  s  regis- 
tered  agent,  bookkeeper,  accountant,  person  respon- 
sible for  payroll  or  local  manager  or  may  be  served 
by  any  type  of  mail  which  requests  a  return  receipt 
o?  other  written  acknowledgment  of  receipt  and  is 
.addressed  to  one  of  the  persons  listed  in  this  sub- 

SeCt(14)  No  employer  who  complies  with  an  employ- 
er's notice  issued  pursuant  to  this  section  shall  be 
liable  to  the  obligor  or  to  any  other  person  c  aiming 
rights  derived  from  the  obligor  for  wrongful  with- 
holding. 

SECTION  5.  ORS  25.370  Is  amended  to  read: 
25.370.  Anv  child  support  order  issued  or  modi- 
fied after  October  1.  [1985]  1989,  shall  include  a 
statement  in  substantially  the  following  form: 

NOTICE  OF  INCOME  WITHHOLDING 
The  support  order  is  enforceable  by  income 
withholding  under  ORS  25.310.  Withholding  may  oc- 
curimmediately,  whenever  there  are  arrearages  at 
least  equal  to  the  support  payment  for  one  month. 
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lor]  whenever  the  obligated  parent  requests  such 
withholding  or  whenever  the  obligee  requests 
withholding  for  good  cause.  The  district  attorney 
or.  as  appropriate,  the  Support  Enforcement  Division 
of  the  Department  of  Justice  will  assist  [you]  in  se- 
curing such  withholding. 


SECTION  6.  ORS  108.120  is  amended  to  read: 
108.120.  (1)  After  the  hearing  of  the  petition  for 
an  order  of  support  the  court  shall  make  an  order 
granting  or  denying  it  and  fixing,  if  allowed,  the 
terms  and  amount  of  the  support. 

(2)  The  court  has  the  same  power  to  compel  the 
attendance  of  witnesses  or  the  production  of  testi- 

.  mony  as  in  actions  and  suits,  to  make  such  decree 
or  orders  as  are  equitable  in  view  of  the  circum- 
stances of  both  parties  and  to  punish  violations 
thereof  as  other  contempts  are  punished. 

(3)  The  decree  or  order  is  a  final  judgment 
as  to  any  instalment  or  payment  of  money 
which  has  accrued  up  to  the  time  either  party 
makes  a  motion  to  set  aside,  alter  or  modify  the 
decree  or  order,  and  the  court  does  not  have  the 
power  to  set  aside,  alter  or  modify  such  decree 
or  order,  or  any  portion  thereof,  which  provides 
for  any  payment  of  money,  either  for  minor 
children  or  the  support  of  a  party,  which  has 
accrued  prior  to  the  filing  of  such  motion. 
However,  the  court  may  allow  a  credit  against 
child  support  arrearages  for  periods  of  time,  ex- 
cluding reasonable  visitation  unless  otherwise 
provided  by  order  or  decree,  during  which  the 
obligated  parent  has  physical  custody  of  the 
child  with  the  knowledge  and  consent  of  the 
custodial  parent. 

SECTION  7.  ORS  109.100  is  amended  to  read: 
109.100.  (1)  Any  minor  child  or  state  agency  on 
behalf  of  that  minor  child  may,  in  accordance  with 
ORCP  27  A.,  apply  to  the  circuit  court  in  the  county 
in  which  the  child  resides,  or  in  which  the  natural 
or  adoptive  father  or  mother  of  the  child  may  be 
found,  for  an  order  upon  such  child's  father  or 
mother,  or  both,  to  provide  for  the  child's  support. 
The  minor  child  or  state  agency  may  apply  for  the 
order  by  filing  in  such  county  a  petition  setting 
forth  the  facts  and  circumstances  relied  upon  for 
such  order.  If  satisfied  that  a  just  cause  exists,  the 
court  shall  direct  that  the  father  or  mother  appear 
at  a  time  sot  by  the  court  to  show  cause  why  an 
order  of  support  should  not  be  entered  in  the  matter. 
If  it  appears  to  the  satisfaction  of  the  court  that 
such  child  is  without  funds  to  employ  counsel,  the 
court  may  make  an  order  directing  the  district  at- 
torney to  prepare  such  petition  and  order  to  show 
cause. 

(2)  The  order  is  a  final  judgment  as  to  any 
instalment  or  payment  of  money  which  has  ac- 
crued up  to  the  time  either  party  makes  a  mo- 
tion to  set  aside,  alter  or  modify  the  order,  and 
the  court  does  not  have  the  power  to  set  aside, 


alter  or  modify  such  order,  or  any  portion 
thereof,  which  provides  for  any  payment  of 
money  which  has  accrued  prior  to  the  filing  of 
such  motion. 

[12))  (3)  The  provisions  of  ORS  103.110  (3). 
103.120  and  108.130  shall  apply  to  proceedings  under 
subsection  (1)  of  this  section. 

SECTION  8.  ORS  109.165  is  amended  to  read: 
109.165.  Upon  motion  of  cither  party  the  court 
may  set  aside,  alter  or  modify  so  much  of  the  decree 
as  may  provide  for  the  support  of  the  minor  child  or 
child  attending  school.  As  to  any  instalment  or  pay- 
ment of  money  which  has  accrued  up  to  the  time 
cither  party  files  a  motion  to  set  aside,  alter  or 
modify  the  decree,  the  decree  is  final  and  the  court 
does  not  have  power  to  change  it.  However,  the 
court  may  allow  a  credit  against  child  support 
arrearages  for  periods  of  time,  excluding  rea- 
sonable visitation  unless  otherwise  provided  by 
order  or  decree,  during  which  the  obligated  par- 
ent has  physical  custody  of  the  child  with  the 
knowledge  and  consent  of  the  custodial  parent. 
A  child  attending  school  is  a  party  for  purposes  of 
this  section. 

SECTION  9.  ORS  110.022  is  amended  to  read: 
110.022.  (1)  "Court"  means  the  circuit  court  of 
this  state  and  when  the  context  requires  means  the 
court  of  any  other  state  as  defined  in  a  substantially 
similar  reciprocal  law. 

(2)  "District  attorney"  means  the  public  official 
in  the  appropriate  place  who  has  the  duty  to  enforce 
criminal  laws  relating  to  the  failure  to  provide  for 
the  support  of  any  person. 

(3)  "Duty  of  support"  means  a  duty  of  support 
whether  imposed  or  imposable  by  law  or  by  order, 
decree,  or  judgment  of  any  court,  whether 
interlocutory  or  final  or  whether  incidental  to  a 
proceeding  for  dissolution,  separation,  separate 
maintenance,  or  otherwise  and  includes,  but  is  not 
limited  to,  the  duty  to  provide  medical  and  dental 
insurance  coverage,  the  duty  to  pay  arrearages  of 
support  past  due  and  unpaid  and  the  duty  to  pay 
support  for  a  "child  attending  school"  as  defined  in 
ORS  107.108  (4)  where  the  other  jurisdiction  imposes 
the  same  or  substantially  similar  duty  of  support. 

(4)  "Governor"  includes  any  person  performing 
the  functions  of  Governor  or  the  executive  authority 
of  any  state  covered  by  this  chapter. 

(5)  "Initiating  state"  means  a  state  in  which  a 

ftrocceding  pursuant  to  this  or  a  substantially  simi- 
ar  reciprocal  law  is  commenced.  "Initiating  court" 
means  the  court  in  which  a  proceeding  is  com- 
menced. 

(6)  "Law"  includes  both  common  and  statutory 
law. 

(7)  "Obligee"  means  a  person  including  a  state 
or  political  subdivision  to  whom  a  duty  of  support  is 
owed  or  a  person  including  a  state  or  political  sub- 
division that  has  commenced  a  proceeding  for 
enforcement  of  an  alleged  duty  of  support  or  for 
registration  of  a  support  order.  It  is  immaterial  if 
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the  person  to  whom  a  duty  of  support  is  owed  is  a 
'  recipient  of  public  assistance. 

(8)  "Obligor"  means  any  person  owing  a  duty  of 
support  or  against  whom  a  proceeding  for  the 
enforcement  of  a  duty  of  support  or  registration  of 
a  support  order  is  commenced. 

(9)  "Registering  court"  means  any  court  of  this 
state  in  which  a  support  order  of  a  rendering  state 
is  registered. 

(10)  "Rendering  state"  means  a  state  in  which 
the  court  has  issued  a  support  order  for  which  reg- 
istration is  sought  or  granted  in  the  court  of  another 
state. 

(11)  "Responding  state"  means  a  state  in  which 
anv  responsive  proceeding  pursuant  to  the  proceed- 
ing in  the  initiating  state  is  commenced.  "Respond- 
ing court"  means  the  court  in  which  the  responsive 
proceeding  is  commenced. 

(12)  "State"  includes  a  state,  territory,  or  pos- 
session of  the  United  States,  the  District  of 
Columbia,  the  Commonwealth  of  Puerto  Rico,  and 
any  foreign  jurisdiction  in  which  this  or  a  substan- 
tially similar  reciprocal  law  is  in  effect. 

(13)  "Support  order"  means  any  judgment,  de- 
cree, or  order  of  support  in  favor  of  an  obligee 
■whether  temporary  or  final,  or  subject  to  modifica- 
tion, revocation,  or  remission,  regardless  of  the  kind 
of  action  or  proceeding  in  which  it  is  entered. 

SECTION  10.  ORS  110.201  is  amended  to  read: 
110.201.  (1)  If  the  responding  court  finds  a  duty 
of  support,  it  may  order  the  obligor  to  furnish  sup- 
port or  reimbursement  therefor  and  subject  the 
propertv  of  the  obligor  to  such  order. 

(2)  The  decree  or  order  is  a  final  judgment 
as  to  any  instalment  or  payment  of  money 
which  has  accrued  up  to  the  time  either  party 
makes  a  motion  to  set  aside,  alter  or  modify  the 
decree  or  order,  and  the  court  does  not  have  the 
power  to  set  aside,  alter  or  modify  such  decree 
or  order,  or  any  portion  thereof,  which  provides 
for  any  payment  of  money,  either  for  minor 
children  or  the  support  of  a  party,  which  has 
accrued  prior  to  the  filing  of  such  motion. 
However,  the  court  may  allow  a  credit  against 
child  support  arrearages  for  periods  of  time,  ex« 
eluding  reasonable  visitation  unless  otherwise 
provided  by  order  or  decree,  during  which  the 
obligated  parent  has  physical  custody  of  the 
child  with  the  knowledge  and  consent  of  the 
custodial  parent. 

SECTION  11.  ORS  416.400  is  amended  to  read: 
416.400.  As  used  in  ORS  416.400  to  416.470,  un- 
less the  context  requires  otherwise: 

(1)  "Administrator"  means  either  the  Adminis- 
trator of  the  Support  Enforcement  Division,  Depart- 
ment of  Justice,  or  the  district  attorney  or  the 
administrator's  or  the  district  attorney's  authorized 
representative.  _  .  .  . 

(2)  "Court"  shall  mean  any  circuit  court  of  this 
state  and  any  court  in  another  state  having  juris- 


diction to  determine  the  liability  of  persons  for  the 
support  of  another  person. 

(3)  "Court  order"  means  any  judgment,  decree  or 
order  of  any  Oregon  court  which  orders  payment  of 
a  set  or  determinable  amount  of  support  money. 

(4)  "Debt"  means  the  amount  of  money  owed  as 
child  support  pursuant  to  an  Oregon  court  order  or 
an  order  entered  bv  the  administrator  under  ORS 
416.400  to  416.470. 

(5)  "Department"  means  the  Department  of  Hu- 
man Resources  of  this  state  or  its  equivalent  in 
any  other  state  from  which  a  written  request 
for  establishment  or  enforcement  of  a  support 
obligation  is  received  under  ORS  416.415. 

(6)  "Dependent  child"  means  any  person  under 
the  age  of  18  who  is  not  otherwise  emancipated, 
self-supporting,  married  or  a  member  of  the  Armed 
Forces  of  the  United  States.  It  also  means  any  un- 
married person  between  the  ages  of  18  and  21  who 
is  not  otherwise  emancipated  and  who  is  a  student 
regularly  attending  a  course  of  vocational  or  techni- 
cal training  designed  to  train  that  person  for  gainful 
omplovment. 

(7)  "Director"  moans  the  Director  of  the  Depart- 
ment of  Human  Resources  or  the  director's  author- 
ized representative. 

(8)  "Division"  means  the  Support  Enforcement 
Division  of  the  Department  of  Justice. 

(9)  "Office"  means  the  office  of  the  Support 
Enforcement  Division  or  the  office  of  the  district 
attorncv. 

(10) *  "Parent"  means  the  natural  or  adoptive  fa- 
ther or  mother  of  a  dependent  child.  "Parent"  also 
means  stepparent  when  such  person  has  an  obli- 
gation to  support  a  dependent  child  pursuant  to  ORS 
109.053. 

(11)  "Public  assistance"  means  any  money  pay- 
ments made  by  the  department  which  are  paid  to  or 
for  the  benefit  of  any  dependent  child,  including  but 
not  limited  to  payments  made  so  that  food,  shelter, 
medical  care,  clothing,  transportation  or  other  nec- 
essary goods,  services  or  items  may  be  provided,  and 
payments  made  in  compensation  for  the  provision  of 

such  necessities. 

Approved  by  the  Governor  July  25.  1989 

Filed  in  the  office  of  Secretary  of  State  July  26.  1989 


89 


SECTION  I  -  TPL  PRACTICE  D-ll 


Authorization  for  State  Agency  to  Enroll  *  ILLINOIS 

Dependents  on  Absent  Parent  Employer  *  UTAH 

Related  Insurance  Policy 

1 .  Abstract  -  The  purpose  of  this  practice  is  to  establish  an 
efficient  and  effective  means  of  enforcing  medical  support 
obligations.  If  an  absent  parent  has  been  ordered  to  maintain 
insurance  for  his  dependent  children,  he  has  30  days  from  the 
date  of  the  order  to  do  so.  If  he  fails  to  do  so  on  a  timely 
basis  as  required,  a  notice  to  enroll  is  served  on  the  parent's 
employer.  The  employer  is  obligated  to  enroll  dependent  children 
in  a  health  plan  and  deduct  premiums  from  the  absent  parent's 
paycheck. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload 

This  practice  affects  dependent  children  in  Medicaid 
programs . 

2 . 2  Savings 

New  legislation  in  both  States. 

3 .  Ongoing,  Operational,  Annualized  Cost 

New  legislation  in  both  States. 

4 .  Implementation  Costs/Times 

New  legislation  in  both  States. 

5 .  State  Specific  Features 
ILLINOIS 

Effective  January  1,  1990,  Public  Act  86-649  (HB  2409)  provided 
that  children  receive  the  medical  support  they  rightfully 
deserve,  whenever  possible.  Employers  of  absent  relatives  are 
ordered  as  part  of  income  withholding  orders  to  add  dependent 
children  to  the  employee's  group  health  insurance  plan.  The 
employer  must  withhold  insurance  premiums  from  the  employee's 
salary  in  addition  to  the  child  support  payments  withheld. 
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If  an  absent  relative  does  not  have  a  group  insurance  plan 
available  through  an  employer,  the  judge  will  consider  ordering 
the  relative  to  obtain  an  independent  health  insurance 
plan/policy  through  a  group  other  than  an  employer  (e.g.,  union, 
veterans*  association)  or  through  a  private  insurance  carrier. 

The  employer  must  notify  the  Department  when  the  employee 
terminates  employment.  If  available,  the  employer  provides  a  new 
home  address,  name  and  address  of  the  new  employer  and  other 
information  necessary  to  proceed  withholding.  If  health 
insurance  is  terminated  or  changed  for  any  reason  (e-g-/ 
coverage),  the  employer  must  notify  the  custodial  parent  and  the 
Department  of  the  change  and  any  conversion  privileges  within  10 
days  of  the  change  date. 

Relatives  who  are  ordered  to  provide  independent  health  coverage 
are  required  to  notify  the  Department  within  30  days  verifying 
that  the  coverage  is  being  provided.  The  Department  will  notify 
the  custodial  parent  of  the  available  coverage  and  how  to  use  it 
in  conjunction  with  the  medical  card.  If  the  relative  fails  to 
provide  the  information  as  ordered,  the  relative  is  responsible 
for  the  amount  of  the  unpaid  premiums  and  the  medical  expenses 
incurred  by  dependent  children  which  could  have  been  paid  by  the 
health  insurance  which  was  ordered. 

A  copy  of  the  legislation  is  available  upon  request  from  the 
State. 

UTAH 

In  accordance  with  Utah's  Administrative  Procedures  Act,  the 
Office  of  Recovery  Services  may  commence  an  adjudicative 
proceeding  to  determine  whether  or  not  to  require  by  order  the 
enrollment  of  a  dependent  child  in  an  insurance  program  that  is 
available  through  his/her  parent  or  legal  guardian's  employer  or 
union,  when  the  following  conditions  are  present:  The  parent  or 
legal  guardian  is  already  required  to  obtain  insurance  coverage 
for  the  child  by  a  prior  court  or  administrative  order;  the 
parent  or  legal  guardian  has  failed  to  provide  written  proof  to 
the  Office  that  the  child  has  been  enrolled  in  an  insurance  plan 
in  accordance  with  the  court  or  administrative  order;  or  the 
coverage  required  by  the  order  was  not  available  at  a  reasonable 
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SECTION  I  -  TPL  PRACTICE  D-ll  (continued) 


cost  thirty  or  more  days  prior  to  the  date  of  the  mailing  of  the 
notice  of  agency  action.  If  the  Office  issues  an  order  to  enroll 
a  dependent  child  in  an  insurance  program,  the  Office  may  serve 
notice  of  the  order  on  all  existing  and  future  employers  or 
unions  of  the  parent  or  guardian.  .» 

As  soon  as  the  insurance  enrollment  period  opens,  an  employer 
or  union  shall  comply  with  an  order  to  enroll  which  is  issued 
by  the  Office  of  Recovery  Services  in  accordance  with  the  above 
procedures . 

A  copy  of  the  legislation  is  available  upon  request  from  the 
State . 
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SECTION  II 

STATE     SUCCESSFUL.  PRACTICES 
UNDER  DEVELOPMENT 

PART  A 

Implementation    of    Cost  Avoidance 
Method    of    C 1  a  I  met    Payment  and 
Cost    Avoidance  Practices 


NO 


SUBM I S  S I ONS 


SECTION  II 

STATE     SUCCESSFUL.  PRACTICES 
UNDER  DEVELOPMENT 

PART  B 


Section  II  -  TPL  PRACTICE  B-l 


Medicaid  Recovery  from  Non-Custodial  *  MISSOURI 

Parents  Ordered  to  Provide  Medical 

Coverage 

1.  Abstract  -  Division  of  Child  Support  Enforcement  (DCSE), 
through  the  use  of  administrative  process,  enters  an  order  for 
State  debt-medical  assistance.  Once  the  order  is  entered,  the 
amount  of  Medicaid  expenditures  paid  on  behalf  of  the  child 
since  the  date  the  non-custodial  parent  was  ordered  to  provide 
coverage  are  recoverable  through  the  same  means  as  child 
support  arrearages.  Collection  action  is  suspended  if  the  non- 
custodial parent  provides  proof  of  insurance  coverage  for  the 
child(ren)  in  the  initial  stage. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  allows  recovery  of  Medicaid  expenditures  on 
behalf  of  children  receiving  Medicaid  benefits  whose  non- 
custodial parents  have  not  complied  with  medical  support 
court  orders.  Some  of  these  children,  as  a  result  of  this 
action,  will  be  covered  under  a  health  plan/insurance 
policy. 

2 . 2  Savings : 
Unknown 

3 .  Ongoing  Operational,  Annualized  Cost 

Unknown 

4 .  Implementation  Costs/Times 

Pilot  project  implementation  has  taken  approximately  three 
months.  Implementation  in  other  DCSE  offices  will  take 
less  time  now  that  the  project  has  been  finalized. 
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Section  II  -  TPL  PRACTICE  B-l  (continued) 


5.     State  Specific  Features 

A  monthly  listing  of  IV-D  cases  for  which  Medicaid  has  incurred 
expenditures  is  provided  to  the  DCSE  office  indicating  non- 
custodial parents  which  have  been  order  to  provide  medical 
insurance  coverage  and  records  reflect  no  known  health 
insurance  exists.  The  office  determines  if  the  non-custodial 
parent  is  employed,  or  has  resources.  A  Notice  and  Finding  of 
Financial  Responsibility  is  issued  to  the  non-custodial  parent 
either  by  mail  or  by  process  server. 

The  non-custodial  parent  can  respond,  and:  1)  provide  proof 
of  medical  insurance  coverage  for  the  children,  and  collection 
will  be  suspended  for  as  long  as  the  coverage  remains  in 
effect;  2)  agree  to  repay  the  debt  and  sign  a  Consent  Order; 
3)  provide  proof  that  he  is  disabled  and  unable  to  provide  such 
coverage;  or,  4)  request  an  administrative  hearing.  The  non- 
custodial parent  can  also  choose  not  to  respond;  cases  are 
defaulted,  and  the  order  is  then  entered  for  the  State  debt- 
medical  assistance  with  the  circuit  court. 

The  project  started  in  the  pilot  offices  in  March,  1990.  It 
will  be  expanded  throughout  the  State  during  the  remainder  of 
the  State  Fiscal  Year  1990  and  early  State  Fiscal  Year  1991. 
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SECTION  II  -  TPL  PRACTICE  B-2 


Computation  of  Insurance  *  CONNECTICUT 

Benefits  Based  on  Billed  Charges 

1.  Abstract;  -  Recoveries  of  subrogation  claims  billed  by  the 
State  to  private  insurance  carriers  were  being  paid  at  80 
percent  of  the  Medicaid  rate  rather  than  80  percent  of  the 
private  rate.  This  resulted  in  a  potential  underpayment  to 
the  State  by  the  carriers.  By  citing  its  power  under  the 
Social  Security  Act  to  determine  the  legal  liability  of  third 
parties  to  pay  claims,  the  State  revised  its  subrogation  notice 
to  include  specific  billing  instructions  whereby  the  carrier 
computes  their  full  legal  liability  to  pay  claims  based  upon 
either  the  providers  usual  and  customary  fee  or  the  carriers 
maximum  allowable  fee  for  this  service.  Once  computed/  the 
carrier  is  instructed  to  pay  the  lesser  of  the  Medicaid 
payments  or  the  computed  payment. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  the  entire  case 
universe. 

2 . 2  Savings : 

Too  new  to  determine 

2.3  Other  Benefits: 

In  addition  to  increasing  recoveries,  it  has  the  effect 
of  ensuring  Medicaid  recovers  only  the  amount  to  which  it 
is  entitled  by  State  law.  This  reduces  administrative 
cost  of  disbursing  any  overpayments. 

3 .  Ongoing,  Operational,  Annualized  Cost 

Negligible 

4 .  Implementation  Costs/Times 

Negligible  2  Months 

5 .  State  Specific  Features 

Note  that  the  billing  information  sent  to  carriers  must  include 
both  the  Medicaid  paid  amount  and  the  provider's  billed 
charges . 
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SECTION  II 

STATE     SUCCESSFUL.  PRACTICES 
UNDER  DEVELOPMENT 

PART  C 


SECTION  II  -  TPL  PRACTICE  C-l 


TPL  Identification  Through  Crossmatch  *  ILLINOIS 

With  the  Beneficiary  Earnings  Exchange 
Record  (BEERS)  Data  Exchange 

1.  Abstract  -  This  crossmatch  was  first  conducted  as  a  pilot 
project  in  FY  88.  SSA  pension  files  (BEERS)  were  matched  with 
active  Aid  to  the  Aged,  Blind,  and  Disabled  (AABD)  grant  and 
"medical  only"  cases. 

A  letter  requesting  TPL  information  was  mailed  to  the  pension 
source  to  determine  if  the  pensioner  was  covered  by  a  health 
insurance  plan  through  that  source.  Positive  responses  were 
added  to  the  TPL  data  base. 

This  crossmatch  will  be  conducted  on  a  monthly  basis  beginning 
in  late  FY  90. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  has  impact  on  all  AABD  grant  and  medical 
only  cases  when  the  individual  is  identified  as  a 
pensioner  on  the  BEER  Data  Exchange.  The  FY  88  crossmatch 
identified  600  individuals  who  met  the  above  criteria. 

2 . 2  Savings : 

Total  annual  savings  from  the  FY  88  crossmatch  -  $11,232. 
Of  600  letters  mailed,  39  responses  were  received  which 
identified  new  TPL  (7  percent). 

Total  annual  savings  anticipated  from  the  FY  90  crossmatch 
have  not  yet  been  projected. 

3 .  Ongoing,  Operational,  Annualized  Cost 

Minimal 

4.  Implementation  Costs /Time 

Minimal 
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SECTION  II  -  TPL  PRACTICE  C-2 


Medical  Support/Employer's  *  ILLINOIS 

Verification  of  Dependent  Coverage 

1.  Abstract  -  Court  orders  which  include  a  medical  support 
requirement  are  followed  up  through  the  employer  to  determine 
if  the  absent  parent  has  included  dependent  children  for  health 
coverage.  If  the  absent  parent  has  failed  to  do  so,  the 
information  is  shared  with  the  Child  Support  Enforcement  Agency 
for  enforcement  action. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  affects  dependent  children  in  Medicaid 
programs . 

2 . 2  Savings : 

To  be  determined 

3 .  Ongoing,  Operational,  Annualized  Cost 

To  be  determined 

4 .  Implementation  Costs /Times 

To  be  determined 
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SECTION  II  -  TPL  PRACTICE  C-3 


Verified  TPL  Detection  *  CONNECTICUT 

Through  Wage  Clearances 

1.  Abstract  -  Every  eligibility  and  support  investigator  does  a 
wage  clearance  to  verify  reported  and/or  to  detect  unreported 
income.  While  they  always  can  understand  and  pursue  cash 
resources,  experience  has  shown  that  these  personnel  are  less 
able  to  understand  and  accurately  interpret  Third  Party 
Resources—especially  cost  avoidance  encoding.  To  facilitate 
this  process,  Connecticut  proposes  to  link  the  wage  clearance 
process  with  a  verified  employer  health  insurance  database 
maintained  by  TPL  staff.  As  the  individual's  wage  clearance 
is  verified,  the  Federal  Tax  Employers  Identification  Number 
(EIN)  is  obtained.  This  number  is  used  to  interrogate  the 
Medicaid's  employer  file  which  has  been  indexed  by  the  Federal 
Tax  EIN.  The  information  contained  in  Medicaid's  file  is:  each 
policy  an  employer  offers  including  verified  coding  by 
Medicaid's  coverage,  deductibles,  co-insurance,  etc.,  and 
employer's  policy  expiration  date.  When  a  wage  match  is 
obtained,  the  verified  employer  health  insurance  information 
is  added  to  the  wage  clearance  and  returned  to  the 
eligibility/support  worker.  The  worker  now  has  both  verified 
wage  and  health  insurance  data.  The  only  tasks  for  the  worker 
to  do  are:  1)  If  multiple  employer  policies,  ascertain  which 
one  was  selected  by  the  recipient/absent  parent;  2)  find  out 
who  in  the  case  has  the  coverage;  and,  3)  find  the  start  dates 
for  any  individuals.  With  these  additional  items  of 
information,  the  worker  can  automatically  transmit  verified 
information  to  the  TPL  file.  Additionally,  using  the  policy 
expiration  date,  Medicaid  can  automatically  followup  on  the 
policy's  termination  or  renewal. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

The  purpose  of  this  proposal  is  to  link  two  existing 
processes,  enabling  verified  health  insurance  information 
to  be  detected  and  entered  on  the  TPL  file. 

This  proposal  is  also  useable  by  IV-D  staff. 

2 . 2  Savings : 

Not  available  as  of  publication  date 
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SECTION  II  -  TPL  PRACTICE  C-3  (continued) 

3.  Ongoing,  Operational,  Annualized  Cost 

To  be  determined 

4.  Implementation  Costs /Times 

To  be  determined 

5.  State  Specific  Features 

To  build  Medicaid's  employer  file,  Connecticut  plans  to  send 
f?fin«rfrM  to  all  employers  in  the  State  requesting  data 
^ll^^i^m^^  offered  to  employees  and  their 
dependents T  The  questionnaires  will  provide  information  such 
^Insurance  carrier,  types  of  policy  coverage,  group  number 
specif ic  ?o  that  employer ■  (if  applicable),  and  effective  dates 
of  employers  policycoverage.  (Note-Some  States  already  have 
this  file)  . 

Uoon  receipt,  the  information  will  be  entered  into  the 
Department's  Eligibility  Management  System  (EMS).  Thus,  the 
eligibility  worker  will  find  on  a  single  EMS  screen;  wages 
?dv  individual  and  by  employer),  and  health  insurance  benefits 
pmnlovert  By  verifying  wages,  the  eligibility  worker  can 
TdeTify  potential  TPL  for  the  individual  and  his/her 
SepLdents  This  system  will  also  be  shared  with  the  IV-D 
agency. 
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SECTION  II  -  TPL  PRACTICE  C-4 


Implementation  of  Motor  Vehicle  *  OREGON 

Accident  Data  Match 

1.  Abstract  -  Federal  regulations  published  on  February  27,  1987, 
requires  the  Medicaid  State  Agency  to  exchange  information  with 
the  State  Motor  Vehicle  Accident  report  files. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  practice  impacts  upon  the  entire  case  universe. 

2 . 2  Savings : 

The  data  match  has  not  been  in  place  long  enough  to  report 
and  compare  recoveries,  and  cost  avoidance  savings. 

3 .  Ongoing,  Operational,  Annualized  Cost 

$51,325  including  a  monthly  charge  of  $35  to  cover  Motor 
Vehicle  Division's  ongoing  costs. 

4 .  Implementation  Costs/Times 

$  4,000 

5 .  State  Specific  Features 

Information  is  transferred  electronically  on  a  monthly  basis. 
The  match  is  made  using  name  and  date  of  birth  because  social 
security  numbers  are  not  carried  on  the  State  Motor  Vehicles 
Division  system.  Information  is  provided  for  the  drivers 
involved  in  the  accident  only.  Information  being  transferred 
is  limited  in  nature,  requiring  the  State  Agency  to  conduct 
followup  activities  in  order  to  determine  potential  liability 
situations  and  to  identify  third  party  resources.  Matches  are 
checked  against  the  Medicaid  Management  Information  System 
(MMIS)  Expense  Avoidance  file  (trauma  claims)  to  avoid 
duplicating  effort. 
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SECTION  II  -  TPL  PRACTICE  C-4  (continued) 


5.     state  Specific  Features  (continued) 

The  data  exchange  is  further  automated  by  transferring  the 
information  from  the  mainframe  computer  to  a  floppy  disk. 
Information  transferred  is  adeguate  to  establish  data  base 
records  for  several  hundred  accidents  in  a  matter  of  seconds. 
By  using  selected  data  elements,  the  software  generates  the 
initial  letters  to  recipients.  The  data  base  also  serves  as 
a  tickler  file,  and  will  locate  and  send  followup  letters  to 
those  recipients  who  failed  to  respond  to  the  initial  letter. 
The  software  is  capable  of  producing  any  number  of  reports 
which  is  useful  in  managing  followup  activities. 
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SECTION  II 

STATE     SUCCESSFUL  PRACTICE 
UNDER  DEVELOPMENT 

PART  D 


ManaQement  Practices 


SECTION  II  -  TPL  PRACTICE  D-l 


Personal  Computer  Program  to  *  NEW  YORK 

Determine  Cost  Benefit  of 
Purchasing  Insurance  Premiums 

1.  Abstract  -  Current  fiscal  limitations  make  it  increasingly 
important  that  local  social  services  districts  maximize  the 
use  of  third  party  health  coverage  to  reduce  Medicaid 
expenditures.  This  increased  emphasis  is  supported  in  New  York 
law.  Social  Service  Law  367-A  provides  the  basis  for 
Department  Regulation  360.17(g)  which  permits  local  social 
service  districts  to  pay  private  insurance  premiums.  The 
Health  Insurance  Automated  Decision  Tree  (HIADT)  is  a  personal 
computer  program  developed  by  the  New  York  State  Department  of 
Social  Services  Operations  Analysis  Unit  to  assist  local 
districts  in  determining  whether  or  not  it  is  cost  effective 
to  pay  for  a  recipient's  insurance  premium. 

When  it  was  implemented  in  1989,  the  program  was  copied  on 
discs  and  sent  to  each  local  district  office.  Work  is 
currently  being  done  to  place  the  program  on-line  so  that  it 
can  be  assessed  via  main  frame  terminals.  HIADT  uses  insurance 
and  Medicaid  expenditure  data  to  determine  the  cost 
effectiveness  of  a  particular  policy  being  reviewed. 

The  insurance  data  used  are  premium  costs  and  services  covered 
by  the  policy.  The  Medicaid  expenditure  data  used  are  sorted 
by  aid  category,  geographic  area,  age,  sex,  and  service 
category. 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

This  program  can  be  used  for  applicants/recipients  in  the 
following  program  areas:  Aid  to  Dependent  Children,  Home 
Relief,  Supplemental  Security  Income,  and  Medical 
Assistance  Only. 

2 . 2  Savings : 
Unknown 
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SECTION  II  -  TPL  PRACTICE  D-l  (continued) 


2.3    Other  Benefits: 

The  use  of  this  computer  program  greatly  decreases  the 
time  needed  to  determine  if  any  insurance  premium  should 
be  paid  by  Medicaid,  and  therefore,  provide  more  time  for 
other  third  party  related  duties. 

3 .  Ongoing  Operational  Annualized  Costs 

Minimal 

4.  Implementation  Costs /Times 

$60,000  in  expenses  related  to  the  extrapolation  of  data 
from  a  wide  variety  of  sources  within  the  New  York  State 
MMIS  system.     Development  took  six  to  eight  months. 
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SECTION  II  -  TPL  PRACTICE  D-2 


Computerized  Recipient  Claims  *  WASHINGTON 

Payments  to  Expedite  Reimbursement 

1.  Abstract  -  In  recent  system  design  and  development,  Washington 
State  will  use  an  outline  file  to  isolate  and  select  claims  to 
be  included  on  a  Computerized  Insurance  Invoice  (CII).  This 
CI I  will  be  computer  generated  upon  request  (weekly)  and 
provide  insurance  companies  and  attorneys  with  an  accurate 
compilation  of  claims  payments  for  which  the  State  is  seeking 
recovery.  This  method  replaces  a  labor  intensive  system  and 
will  rely  on  an  expanded  paid  claims  history  file  of  up  to  36 
months . 

2 .  Impact  of  Practice 

2.1  Affected  Segment  of  Caseload: 

Affects  all  segments  of  medical  assistance  populations 
with  paid  claims  including  tort  feasor. 

2 . 2  Savings : 

To  be  determined;  not  yet  fully  implemented. 

3 .  Ongoing,  Operational,  Annualized  Cost 

Because  this  part  of  a  broader  fixed  price/month 
facilities  management  contract,  exact  costs  are  not 
available.  They  are  estimated  to  be  $1 , 59 9 /monthly  or 
$19,188  annually. 

4 .  Implementation  Costs /Times 

$    2,300  Unknown 

5 .  State  Specific  Features 

This  system  will  provide  user  flexible  accounting  to  attorneys, 
and  on-line  selection  with  weekly  update  potential.  Claims  can 
appear  on  accounting  each  time,  or  additions  can  simply  be 
included     on     earlier     reports.  Attorney  notification 

requirements,  together  with  this  CII  process,  should  greatly 
enhance  recoveries  and  efficiencies  in  this  area. 
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SECTION  II  -  TPL  PRACTICE  D-3 


Use  of  Reference  Files  in  TPL  *  ALABAMA 

Editing  (TPL  MATRIX) 

1.  Abstract  -  In  an  effort  to  make  TPL-claims  processing  editing 
more  responsive  to  increasing  changes  in  the  Medicaid  program, 
Alabama  has  changed  from  hard-coded  TPL  edits  within  the  claims 
processing  modules  to  editing  from  a  User-Reference  File.  This 
practice  gives  State  staff  more  accurate  control  of  TPL  edits 
as  well  as  timely  implementation  of  edits. 

2 .  Impact  of  Practices 

2.1  Affected  Segment  of  Caseload: 

This  practice  has  potential  impact  on  the  entire  case 
universe. 

2 . 2  Savings : 

Implementation  of  Reference  Files  was  effective  for  claims 
processed  April  23,  1990,  and  after.  Therefore,  savings 
have  not  been  documented.  The  State  expects  the  long  term 
impact  will  be  increased  savings  to  Medicaid  through  more 
timely  filing  of  claims  and  the  increase  in  the  number  of 
claims  filed. 

2 . 3  Other  Benefits : 

Control  of  TPL  editing  by  State  TPL  staff,  timeliness, 
and  ease  of  updating  TPL  edit  criteria. 

3 .  Ongoing,  Operational,  Annualized  Costs 

Minimal 

4 .  Implementation  Costs /Times 
$100,000  (approximately)        6  months 

This  includes  development  of  User-Reference  Files,  as  well  as, 
redesign  of  the  TPL  retroactive  process  using  Reference  Files; 
modification  of  recipient  history  screens;  and,  design  and 
development  of  a  file-driven  TPL  cost  avoidance  editing  module. 
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SECTION  II  -  TPL  PRACTICE  D-3  (continued) 


State  Specific  Features 

Alabama  modified  its  TPL  Claims  Processing  Subsystem  by 
converting  existing  TPL  logic  to  a  file  driven  process.  This 
involved  developing  a  User-Reference  File  which  defines  TPL 
edit  criteria  in  such  a  way  that  the  edits  are  placed  on  an 
updatable  file.  Only  file  maintenance  is  needed  to  change  an 
edit  rather  than  programming  changes. 

The  Reference  File  consists  of  multiple  edit  criteria  for  each 
coverage  type  identified  to  the  TPL  data  base,  i.e.,  hospital 
inpatient,  surgery,  dental,  office  visits,  etc.  Data  on 
submitting  claims  is  compared  against  each  coverage  type  in  the 
TPL  data  base.  If  the  claim  meets  the  criteria  for  coverage 
as  defined  by  the  Reference  File,  the  claim  is  cost  avoided  or 
paid  and  chased  in  accordance  with  Reference  File  criteria. 
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SECTION  II  -  TPL  PRACTICE  D-4 


Health  Expense  Recovery  *  OKLAHOMA 

Operations  System  (HEROS) 

1.  Abstract  -  The  Oklahoma  Department  of  Health  Services  uses  an 
"Aging  Analysis"  System  designed  to  provide  the  following: 

a.  Detailed  TPL  case  record  accounting  of  case  activity; 

b.  automated  letter/memorandum  production  and  case  record 
updates ; 

c.  "aging/tickler"  reports; 

d.  statistical  information; 

e.  management  tool  to  monitor  individual  caseload  activity 
and  production. 

Every  potential  and  established  TPL  case  record  is  encoded  into 
the  "Tickler"  file  and  given  a  "Reastat"  code  which  has  an 
assigned  "Reastat"  age.  The  "Reastat"  code  describes  the 
current  action  taken  upon  the  case.  The  "Reastat"  age  forces 
the  record  to  report  when  the  record  has  aged  the  pre- 
determined number  of  days. 

When  the  TPL  case  activity  reguires  a  letter  or  memorandum/ 
the  corresponding  "Reastat"  code  is  used.  When  the  initial 
letter  has  aged  the  pre-determined  number  of  days,  the  system 
will  automatically  update  the  record  to  reflect  a  followup 
letter  status,  and  produce  the  followup  letter. 

2 .  Impact  of  Practices 

2.1  Affected  Segment  of  Caseload: 

Has  impact  on  entire  case  universe. 

2 . 2  Savings : 

No  savings  are  directly  attributable  to  this  practice. 
However,  potential  savings  may  be  attributed  to  timely 
followup  and  expedient  retrieval  of  information. 

2.3  Other  Benefits: 

A  sense  of  competition  and  incentive  is  created  by 
comparative  reporting  of  performance  statistics  among  TPL 
staff.  Secondly,  the  manager  has  a  powerful  management 
tool  that  enables  the  detection  of  weak  performance  and 
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highlights  specific  areas  that  need  attention  and 
training.  These  procedures  improve  the  overall  efficiency 
and  effectiveness  of  the  recovery  progress. 

3.  Ongoing,  Operational ,  Annualized  Costs 

Approximately  $5,000  annually 

4.  implementation  Costs /Times 

Unknown 

5.  State  Specific  Features 

The  system  provides  a  storage  place  for  a  case  accumulating  to 
its  cost-effective  threshold  amount,  keeps  a  record  of  the  case 
location  if  referred  elsewhere,  identifies  the  reason  for  case 
closure,  reflects  the  TPL  amount  pursued  (post  amounts),  and 
TPL  amount  collected  (recovered).  (The  uncollected  amount  is 
not  maintained  within  the  system,  but  is  calculated  by  the 
system  and  reported) . 

For  additional  information,  please  contact  the  Oklahoma  TPL 
program  supervisor. 
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SECTION  III  -  MODEL  LEGISLATION  #  1 


Subrogation  Rights  of  Medicaid  Agencies  ARKANSAS 

INDIANA 
MICHIGAN 
**  MINNESOTA 
**  MISSOURI 
OHIO 

WASHINGTON 

1.  Abstract  -  These  are  basic  subrogation  laws  which  give  State 
agencies  statutory  authority  to  place  their  demands  ahead  of 
(or  as  part  of)  any  other  claim  for  payment,  against  any  insurer 
of  a  recipient  of  service,  any  tort  feaser,  or  insurer  of  a  tort 
feaser,  up  to  the  extent  of  the  value  of  medical  services 
provided  to  the  recipient. 

2.  Impact  of  Model  Legislation  -  These  pieces  of  legislation  enable 
States  to  enforce  their  status  as  "payer  of  last  resort"  with 
respect  to  services  provided  under  Medicaid,  by  placing 
themselves  ahead  of  Medicaid  recipients  and  other  claimants, 
with  respect  to  any  health  insurance  contract  and  any  claim 
filed  against  a  tort  feaser.  Subrogation  laws  in  different 
States  are  all  intended  to  accomplish  the  same  general  purpose, 
but  each  law  has  its  own  characteristics.  Following  are  laws 
for  a  number  of  States  with  an  example  of  the  required  language. 

ARKANSAS  STATUTE 

83-161.  Action  against  third  person  liable  for  injury,  disease  or 
disability  of  medical  assistance  recipient. 

A.  When  medical  assistance  benefits  are  provided  or  will  be 
provided  to  a  medical  assistance  recipient  because  of  injury, 
disease  or  disability  for  which  another  person  is  liable,  the 
Department  of  Human  Services  shall  have  a  right  to  recover  from 
such  person  the  cost  of  benefits  so  provided.  The  Department  may, 
to  enforce  such  right,  institute  and  prosecute  legal  proceedings 
against  the  third  person  who  may  be  liable. 

B.  No  action  taken  on  behalf  of  the  Department  pursuant  to  this 
section  or  any  judgment  rendered  in  such  action  shall  be  a  bar  to 
any  action  upon  the  claim  or  cause  of  action  of  the  recipient,  his 
guardian,  personal  representative,  estate  or  survivors  against  the 
third  person  who  may  be  liable  for  the  injury,  or  shall  operate  to 
deny  to  the  recipient  the  recovery  for  that  portion  of  any  damages 
not  covered  hereunder. 
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83-171.1.  Action  against  a  third  person  by  a  medical  assistance 
recipient  or  a  person  entitled  to  bring  action. 

A  When  an  action  or  claim  is  brought  by  a  medical  assistance 
recipient  or  his  legal  representative  against  a  third  party  who 
111  Sb  liable  for  injury,  disease,  disability  or  death  of  a  medical 
Stance  recipient,  any  settlement,  judgment,  or  award  obtained 
is  subject  to  the  Department's  claim  for  reimbursement  of  the 
benefits  provided  to  Ihe  recipient  under  the  medical  assistance 
program. 

B.  (Repealed.) 

83-171.2.  Action   against   a   third   person  by   the   Department  and 
medical  assistance  recipient. 

If  an  action  is  prosecuted  both  by  the  recipient  and  the  Department 
aoainst  a  third  person  who  is  liable  for  injury,  disease,  or 
disability  of  the  recipient,  in  the  event  of  judgment  of  award  in 
a  suit  or  claim  against  such  third  party,  the  court  shall  first 
order  paid  from  any  judgment  or  award  the  reasonable  litigation 
expanses  incurred  in  prosecution  of  such  action  or  claim,  together 
wSh  reasonable  attorney's  fees  based  solely  on  the  services 
rendered  for  the  benefit  of  the  recipient.  After  payment  of  such 
expenses  and  attorney's  fees,  the  court  shall  order  that  the 
Department  receive  an  amount  sufficient  to  reimburse  the  Department 
the  full  amount  of  benefits  paid  on  behalf  of  the  recipient  under 
the  medical  assistance  program.  The  remainder  shall  be  awarded  to 
the  medical  assistance  recipient. 

83-171.3    Notice  of  action  or  claim  -  Intervention  -  Consolidation 

A  If  either  the  medical  assistance  recipient  or  the  Department 
brings  an  action  or  claim  against  such  third  person,  the  recipient 
o£  Department  shall,  within  30  days  of  filing  the  action,  gm 
the  other  written  notice  of  the  action  or  claim  by  personal  service 
or  registered  mail.  This  notice  shall  contain  the  names  of  the 
third  person  and  the  court  in  which  the  action  is  brought.  Proof 
of  such  notice  shall  be  filed  in  such  action.  If  an  action  or 
claim  is  brought  either  by  the  Department  or  the  recipient,  the 
othe?  may,  at  any  time  before  a  trial  on  the  facts,  become  a  party 
to  the  action,  or  shall  consolidate  his  action  or  claim  with  the 
other  if  brought  independently. 

B.  If  the  recipient,  his  guardian,  personal  representative,  estate 
or  survivors  brings  an  action  against  the  third  person  who  may  be 
liable  for  injury,  disease  or  disability,  notice  of  institution  of 
legal  proceedings  and  notice  of  settlement  shall  be  given  the 
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Secretary  of  the  Department  of  Human  Services.  All  such  notices 
shall  be  given  by  the  attorney  retained  to  assert  the  recipient's 
claim,  or  by  the  recipient,  his  guardian,  personal  representative, 
estate  or  survivors,  if  no  attorney  is  retained. 

83.171.4.  No  judgment,  award,  settlements  satisfied  without  notice 
to  Division  -  Liability  for  misuse  of  funds. 

No  judgment,  award  of  (or)  settlement  in  any  action  or  claim  by  a 
medical  assistance  recipient  to  recover  damages  for  injuries, 
disease  or  disability,  in  which  the  Division  has  interest,  shall 
be  satisfied  without  first  giving  the  Division  notice  and  a 
reasonable  opportunity  to  establish  its  interest.  If,  after  being 
notified  in  writing  of  a  subrogation  claim  and  possible  liability 
under  this  section,  a  recipient,  his  guardian,  attorney,  or 
personal  representative  disposes,  without  the  written  approval  of 
the  Division  under  this  section,  that  person  shall  be  liable  to  the 
Division  for  any  amount  that,  as  a  result  of  the  disposition  of  the 
funds,  is  not  recoverable  by  the  Division. 

83-171.5.  Liability  of  third  parties  to  Division. 

All  parties  who  were  legally  liable  for  any  or  part  of  any  medical 
cost  of  an  injury,  disease  or  disability  for  which  the  Medicaid 
program,  established  by  Arkansas  Statutes,  Section  83-162,  has 
paid,  or  has  assumed  liability  to  pay,  shall  be  liable  to  the 
Division  of  Social  Services  for  the  amount  of  their  liability  to 
the  extent  that  the  Division  of  Social  Services  has  paid  or  agreed 
to  pay. 

83.171.6.  Assignment  to  Division  of  rights  of  recovery. 

The  receipt  of  medical  assistance  under  the  Medicaid  program  shall 
constitute  an  automatic  assignment  to  the  Division  of  Social 
Services  of  the  recipient's  right  to  recovery  from  personal 
insurance  or  other  sources  or  the  right  of  recovery  for  personal 
injuries  occasioned  by  the  negligence  or  wrong  of  another  to  the 
extent  of  the  cost  of  medical  care  services  paid  for  by  the 
Medicaid  program. 

83.171.7.  Release  of  information  to  Division. 

All  recipients  of  medical  assistance  under  the  Medicaid  program 
shall  be  deemed  to  have  authorized  all  third  parties  including, 
but  not  limited  to,  insurance  companies  and  providers  of  medical 
care,  to  release  to  the  Division  of  Social  Services  information 
needed  by  the  Division  to  secure  or  enforce  its  rights  as  assignee 
under  Section  4  (83-171.5)  of  this  Act. 
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83-171.8     Insurance    policies    -    Prohibition    against    denial  or 
reduction  of  benefits. 

No  policy  of  accident  or  illness  insurance  issued  or  renewed  after 
July  1,  1981,  shall  contain  any  provision  denying  or  reducing 
benefits  because  services  are  rendered  to  an  insured  or  dependent 
who  is  eligible  for  medical  assistance  under  the  Arkansas  Medicaid 
program. 

83-171.9.  Service  plan  corporation  contracts  -  Prohibition  against 
denial  or  reduction  of  benefits. 

After  July  1,  1981,  no  service  plan  corporation  shall  deliver, 
issue  for  delivery,  or  renew  any  subscriber's  contract  which 
contains  any  provision  denying  or  reducing  benefits  because 
services  are  rendered  to  a  subscriber  or  dependent  who  is  eligible 
for  medical  assistance  under  the  Arkansas  Medicaid  program. 

83-171.10  Health  care  providers  -  Prohibition  against  denial  or 
reduction  of  benefits. 

After  July  1,  1981,  no  association  authorized  to  do  business  in 
this  State  which  provides  or  pays  for  any  health  care  benefits 
shall  issue  any  certificate  which  contains  any  provision  denying 
or  reducing  benefits  because  services  are  rendered  to  a  certificate 
holder  or  beneficiary  who  is  eligible  for  medical  assistance  under 
the  Arkansas  Medicaid  program. 

83-171-11  Exclusion  or  reduction  provisions. 

Exclusion  or  reduction  provisions  construed  as  inapplicable  to 
general  exclusion  or  reduction  provisions  relating  to  benefits  paid 
by  or  eligibility  under  governmental  programs,  whether  State  or 
Federal  shall,  not  be  construed  to  apply  to  the  Medicaid  program. 

83-171.12  Billing  statements. 

Billing  statements  forwarded  to  recipients  of  medical  assistance 
by  vendors  of  medical  care  shall  clearly  state  that  reimbursement 
from  the  Medicaid  program  is  contemplated. 
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INDIANA  STATUTE 
Indiana  Code  12-1-7-14 . 9 (g) 

"Insurer"  means  any  insurance  company,  prepaid  health  care  delivery 
plan,  self-funded  employee  benefit  plan,  pension  fund,  retirement 
system,  or  similar  entity  that: 

(1)  does  business  in  this  State;  and 

(2)  is  under  an  obligation  to  make  payments  for  medical 
services  as  a  result  of  an  injury,  illness,  or  disease 
suffered  by  an  individual. 

Indiana  Code  12-1-7-24.1 

(a)  Every  applicant  for  or  recipient  of  medical  assistance 
under  this  chapter  is  considered  to  have  authorized  all 
insurers  to  release  to  the  department  all  information 
needed  by  the  department  to  secure  or  enforce  its  rights 
under  this  chapter. 

(b)  Every  insurer  shall  furnish  records  or  information 
pertaining  to  the  coverage  of  any  individual  for  that 
individual's  medical  costs  under  any  individual  or  group 
policy  or  other  obligation,  or  the  medical  benefits  paid 
or  claims  made  under  such  a  policy  or  obligation,  if  the 
department : 

(1)  requests  the  information  in  writing;  and 

(2)  certifies  that  the  individual  is: 

(A)  an  applicant  for  or  recipient  of  medical 
assistance;  or, 

(B)  is  a  person  who  is  legally  responsible  for  such  an 
applicant  or  recipient. 

However,  the  department  may  request  only  the  records  or 
information  necessary  to  determine  whether  any  insurance  benefits 
have  been  or  should  have  been  claimed  and  paid  with  respect  to 
items  of  medical  care  and  services  that  were  received  by  a 
particular  individual  and  for  which  medical  assistance  coverage 
would  otherwise  be  available. 

(c)  The  administrator  and  the  insurance  commissioner  shall 
establish  guides  for  information  requests  under  this 
section. 
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Indiana  Code  12-1-7-24.2 

( a )  Whenever : 

(1)  an  insurer  has  not  discharged  its  obligation  to  make 
payments  to  an  individual  for  medical  services; 

(2)  that  individual  has    (received  medical  assistance) 
from  the  department;  and 

(3)  the   insurer  has    (received  notice   that  medical 
assistance  has  been  furnished  to  the  individual);  the 
insurer  shall  make   its  payments  directly  to  the 
department.      These  payments   shall   not  exceed  the 
amount         of     medical     assistance     paid     by  the 
department . 

(b)  An  insurer  that  is  put  on  notice  of  a  claim  by  the 
department  under  subsection  (a)  and  proceeds  to  pay  the 
claim  to  a  person  or  entity  other  than  the  department  is 
not  discharged  from  payment  of  the  department's  claim. 

(c)  Payment  to  the  department  by  an  insurer  under  this 
section  discharges  the  insurer's  obligation  with  respect 
to  all  further  payment  on  the  claim  for  the  amount  paid. 

(d)  The  notice  requirements  of  subsection  (a)  are  satisfied 
if: 

(1)  the  insurer  receives  from  the  department,  by 
certified  or  registered  mail,  a  statement  of  the 
claims  or  medical  services  rendered  by  the 
department,  together  with  a  claim  for  reimbursement; 
or, 

(2)  the   insurer   receives   a   claim   from  a  beneficiary 

stating  that  the  beneficiary  has  applied  for  or  has 
received  medical  assistance  from  the  department  in 
connection  with  the  same  claim. 

An  insurer  that  receives  a  claim  under  subdivision  (2)  shall 
notify  the  department  of  its  obligation  on  the  claim  and  shall 
pay  the  obligation  to  the  provider  of  service,  or,  if  the 
department  has  provided  medical  assistance,  pay  the  department. 
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( a )  Whenever : 

(1)  the  department  pays  medical  expenses  for  or  on  behalf 
of  a  person  who  has  been  injured  or  has  suffered  an 
illness  or  disease  as  a  result  of  the  negligence  or  act 
of  another  person;  and 

(2)  the  injured  or  diseased  person  asserts  a  claim  again 
st  the  other  person  for  damages  resulting  from  the  injury, 
illness  or  disease;  the  department  has  a  lien  against  the 
other  person,  to  the  extent  of  the  amount  paid  by  the 
department , on  any  recovery  under  the  claim,  whether  by 
judgement,  compromise,  or  settlement. 

(b)  Whenever: 

(1)  the  department  pays   for  medical  expenses  or  rendered 
medical  services  on  behalf  of  a  person  who  has  been 
injured  or  has  suffered  an  illness  or  disease;  and 

(2)  that  person  asserts  a  claim  against  any  insurer  of 
his  injury,   illness,  or  disease;  the  department  has  a 
lien  against  the  insurer,  to  the  extent  of  the  amount 
paid    by    the    department,    on    any    recovery    from  the 
insurer. 

(c)  A  lien  under  this  section  is  not  effective  unless  the 
department  takes  the  following  actions  before  the  party 
alleged  to  be  liable  has  concluded  a  final  settlement  with 
the  injured,  ill,  or  diseased  person,  or  his  attorney  or 
legal  representative,  as  compensation  for  that  person's 
injury,  illness,  or  disease. 

(1)   Filing  in  the  Marion  County  circuit  court  a  written 
notice  stating: 

(A)  notice  of  the  eligibility  of  the  injured,   ill,  or 
diseased  person  for  medical  assistance; 

(B)  the  name  and  address  of  the  injured,  ill,  or 
diseased  person;  and 

(C)  the  name  of  the  person,  firm,  or  corporation 
alleged  to  be  liable  to  the  injured,  ill,  or 
diseased  person. 

(2)  Sending  to  the  person,  firm  or  corporation  alleged  to  be 
liable,  by  registered  or  certified  mail,  a  copy  of  the 
notice  required  by  subdivision  (1),  witi*  a  statement  of 
the  date  of  the  filing  of  chat  notice. 
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(d)  In  addition  to  the  requirements  of  subsection  (c),  the 
department  shall  send  a  copy  of  the  notice  required  by 
subsection  (c)(1)  to  the  followinq  persons  or  entities, 
if  the  appropriate  names  and  address  can  be  determined: 

(1)  the  injured,   ill,  or  diseased  person  for  whom  the 
department  has  paid  medical  expenses. 

(2)  any  insurance  carrier  that  may  be  ultimately 
liable. 

(3)  any  attorney  for  the  injured  or  diseased  person. 

(e)  The  department  may,   on  behalf  of  the  injured,   ill,  or 
diseased  person,  and  to  perfect  a  lien  provided  by  this 
section,  initiate  and  prosecute  any  action  or 
proceeding  against  a  person,  firm,  or  corporation  who 
may  be  liable  to  the  injured,   ill,  or  diseased  person. 
The  department  may  initiate  such  an  action  or 
proceeding  only  if: 

(1)  the  injured,  ill,  or  diseased  person  has  not 
initiated  legal  proceedings  against  the  person,  firm,  or 
corporation  alleged  to  be  liable;  and 

(2)  the  time  remaining  under  the  statute  of 
limitations    for   the  action  or  proceedings    is   six  (6) 
months  or  less. 

(f)  Whenever  the  department  recovers  money  under  a  lien 
established  by  this  section,  and  that  recovery  is  the 
result    of    a    claim    asserted    by    an    injured,    ill,  or 
diseased  person,  the  department  shall  pay  its  pro  rata 
share   of   all   costs   and  reasonably  necessary  expenses 
incurred  in  asserting  the  claim,  including: 

(1)  disposition  costs;    (2)  witness  fees;  and  (3)  other 
costs  and  expenses . 

(g)  The  department  shall  pay  attorney  fees  in  the  amount  of 
twenty-five  percent  (25  percent)  of  the  department's 
recovery  under  the  lien,  if  the  claim  was  collected 
without  initiating  legal  proceedings,  or  thirty-three 
and  one-third  percent  (33  1/3  percent)  of  the 
department's  recovery  under  the  lien,  if  the  claim  was 
collected  by  initiating  legal  proceedings. 

(h)  The  department  may  waive  its  rights  to  assert  a  lien 
under  this  section.  If  the  department  does  waive  its 
right  to  a  lien,  it  is  not  liable  for  a  pro  rata  share 
of  costs  under  subsection  (f). 
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MICHIGAN  STATE  SUBROGATION  STATUTE 

400.106  "Medically  indigent  individual"  and  "medical  institution" 
defined. 

(1)     A  medically  indigent  individual  is  defined  as: 

(a)  An  individual  receiving  aid  to  dependent  children,  or  an 
individual  eligible  for  aid  to  dependent  children,  or  children 
18  to  21  eligible  for  aid  to  dependent  children  except  for 
their  age,  and  the  adult  caretakers  living  with  those 
children,  or  a  child  up  to  21  years  of  age  although  not 
receiving  aid  to  dependent  children  who  meets  the  means  test 
under  the  Aid  to  Dependent  Children  program,  or  an  individual 
receiving  or  eligible  to  receive  Supplmental  Security  Income 
under  title  XVI  of  the  Social  Security  Act,  42  U.S.C.  1381  to 
1385,  or  State  supplemental  thereunder  subject  to  limitations 
imposed  by  the  director  pursuant  to  title  XIX  of  the  Social 
Security  Act,  42  U.S.C.  1396  to  1396k,  or 

(b)  An  individual  meeting  all  of  the  following  conditions: 

(i)  The  individual  has  made  application  in  the  manner 
prescribed  by  the  State  department. 

(ii)  The   individual's   need   for   the   type   of   medical  assistance 
available  under  this  Act  for  which  application  has  been  made 
and  the  need  professionally  established  and  payment  for  it  is 
not  available  through  the  legal  obligation  of  a  contractor, 
public  or  private,  to  pay  or  provide  for  care  without  regard 
to  the  income  or  resources  of  the  patient.     The  department 
shall  be  subrogated  to  any  right  of  recovery  which  a  patient 
may   have    for   the   cost   of   hospitalization,  pharmaceutical 
services,    physician   services,    nursing   services,    and  other 
medical  services  not  to  exceed  the  amount  of  funds  expended 
by  the  department  for  care  and  treatment  of  the  patient.  The 
patient  or  other  person  acting  in  the  patient's  behalf  shall 
execute    and    deliver    an    assignment    of     claim    or  other 
authorizations  as  necessary  to  secure  the  right  of  recovery 
to,  the  department.     A  payment  may  be  withheld  under  this  act 
for  medical  assistance  for  an  injury  or  disability  for  which 
the  patient  is  entitled  to  medical  care  ...  or  under  any  other 
policy  of  insurance  providing  medical  or  hospital  benefits, 
or  both,  for  the  patient  unless  the  patient's  entitlement  to 
that  medical  care  or  reimbursement  is  at  issue.     If  a  payment 
is  made,   the  department,   to  enforce  its  subrogation  right, 
may  (i)  intervene  or  join  in  an  action  or  proceeding  brought 
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SECTION  III  ■■  MODEL  LEGISLATION  #1  (continued) 


by  the  injured,  diseased,  or  disabled  person,  the  person's 
guardian,    personal   representative,    estate,    dependents,  or 
survivors,  against  the  third  person  who  may  be  liable  for  the 
injury,    disease,    or    disability,    or    against  contractors, 
public   or   private,    who   may  be   liable   to   pay   or  provide 
medical  care  and  services  rendered  to  an  injured,  diseased, 
or  disabled  patient,  or  (ii)  institute  and  prosecute  legal 
proceeding  against  a  third  person  who  may  be  liable  for  the 
injury,    disease,    or    disability,    or    against  contractors, 
public   or   private,    who   may  be   liable   to   pay  or  provide 
medical  care  and  services  rendered  to  an  injured,  diseased, 
or  disabled  patient,  in  State  of  Federal  court,  either  alone 
or  in  conjunction  with  the  injured,   diseased,   or  disabled 
person,    the    person's    guardian,    personal  representative, 
State,     dependents,     or    survivors.        The    Department,  in 
enforcing  its  subrogation  right,  shall  not  satisfy  a  judgment 
against  third  person's  property  which  is  exempt  from  levy  and 
sale.    The  injured,  diseased,  or  disabled  person  may  proceed 
in  his  or  her  own  name,   collecting  the  costs  without  the 
necessity  of  joining  the  department  or  the  State  as  a  named 
party.       The    injured,    diseased,    or   disabled   person  shall 
notify  the  Department  of  the  action  or  proceeding.    An  action 
taken  by  the  disabled  person  or  the  Department  in  connection 
with  the  right  of  recovery  afforded  by  this  section  shall  not 
operate  to  deny  the  injured,  diseased,  or  disabled  person  any 
part    of    the    recovery   beyond    the    costs    expended    on  the 
person's  behalf  by  the  Department.    The  costs  of  legal  action 
initiated  by  the  State  shall  be  paid  by  the  State.    A  payment 
shall  not  be  made  under  this  act  for  medical  assistance  for 
an  injury,  disease,  or  disability  for  which  the  patient  is 
entitled  to  medical  care  or  the  cost  thereof.    .    .;  except 
that  payment  may  be  made  if  an  appropriate  application  for 
medical  care  or  the  cost  of  the  medical  care  has  been  made 
under    thereto    has    not    been    finally    determined,    and  an 
arrangement  satisfactory  to  the  State  Department  has  been 
made  for  reimbursement  if  the  claim  under  Act  No.  317  of  the 
Public  Acts  of  1969,  as  amended,  if  finally  sustained. 

(iii)  The  individual  has  an  annual  income  which  is  below  or, 
because  of  medical  expenses,  falls  below  the  protected  basic 
maintenance  level.  The  protected  basic  maintenance  level  for 
aid  to  dependent  children  related  families  shall  be  100 
percent  of  the  basic  aid  to  dependent  children  standard  of 
need.  The  protected  basic  maintenance  level  for  related 
individuals  under  title  XVI  of  the  Social  Security  Act,  42, 
U.S.C.  1381  to  1385,  shall  be  established  by  the  State 
Department  in  an  amount  not  less  than  the  Supplemental 
Security  Income  supplementation  standard.    These  levels  shall 
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(iv)  The  individual,  if  an  aid  to  dependent  children  related 
individual  and  living  alone,  has  liquid  or  marketable  assets 
of  not  more  than  $1,500.00  in  value,  or,  if  a  2-person  family, 
the  family  has  liquid  or  marketable  assets  of  not  more  than 
$2,000.00  in  value,  the  Department  shall  establish  comparable 
liquid  or  marketables  asset  amounts  for  larger  family  groups. 
Excluded  in  making  the  determination  of  the  value  of  liquid 
or  marketable  assets  are  the  values  of:  the  homestead, 
clothing  and  household  effects,  $1,000.00  of  cash  surrender 
value  of  life  insurance,  except  if  the  health  of  the  insured 
is  such  as  to  make  continuance  of  the  insurance  desirable,  the 
entire  cash  surrender  value  of  life  insurance  is  to  be 
excluded  from  consideration,  up  to  the  maximums  provided  or 
allowed  by  Federal  regulations  and  in  accordance  with  the 
rules  of  the  State  Department,  the  fair  market  value  of 
tangible  personal  property  used  in  earning  income,  and  a  space 
or  plot  purchased  for  the  purposes  of  burial  for  the  person. 
For  individuals  related  to  the  title  XVI  program  of  the  Social 
Security  Act,  42  U.S.C.  1381  to  1385,  the  appropriate  resource 
levels  and  property  exemptions  specified  therein  shall  be 
used. 

(v)  The  individual  is  not  an  inmate  of  a  public  institution  except 
as  a  patient  in  a  medical  institution. 

(vi)  The  individual  meets  the  eligibility  standards  for 
Supplemental  Security  Income  under  title  XVI  of  the  Social 
Security  Act,  42  U.S.C.  1381  to  1385,  or  State  Supplementation 
under  the  Act,  subject  to  limitations  imposed  by  the  director 
pursuant  to  title  XIX  of  the  Social  Security  Act,  42  U.S.C. 
1396  to  1396k,  or  for  aid  to  dependent  children,  except  for 
income  or  income  and  resources,  or  a  child  18  to  21  and  his 
adult  caretaker  who  would  be  eligible  for  aid  to  dependent 
children  except  for  age,  income,  or  income  and  resources,  or 
he  is  a  child  under  21  from  a  family  whose  income  is  below  the 
basic  maintenance  level. 

(2)  As  used  in  the  Act,  "medical  institution"  means  a  State 
licensed  or  approved  hospital,  nursing  home,  medical  care 
facility,  psychiatric  hospital,  or  other  facility  or 
identifiable  unit  thereof  certified  as  meeting  established 
standards  for  a  nursing  home  or  hospital  in  accordance  with 
the  laws  and  rules  of  this  State. 
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STATE  OF  MINNESOTA 

256B.37    PRIVATE  INSURANCE  POLICIES,  CAUSES  OF  ACTION. 

Subdivision  i.  Suurugaiiuu.  Upon  furnishing  medical  assistance  to  any  person 
having  private  accident  or  health  care  coverage,  or  having  a  cause  of  action  arising  out 
of  an  occurrence  that  necessitated  the  payment  of  medical  assistance,  the  state  agency 
shall  be  subrogated,  to  the  extent  of  the  cost  of  medical  care  furnished,  to  any  rights 
the  person  may  have  under  the  terms  of  the  coverage  or  under  the  cause  of  action. 

The  right  of  subrogation  created  in  this  section  includes  all  portions  of  the  cause 
of  action,  notwithstanding  any  settlement  allocation  or  apportionment  that  purports 
to  dispose  of  portions  of  the  cause  of  action  not  subject  to  subrogation. 

Subd.  2.  Civil  action  for  recovery.  To  recover  under  this  section,  the  attorney 
general,  or  the  appropriate  county  attorney,  acting  upon  direction  from  the  attorney 
general,  may  institute  or  join  a  civil  action  to  enforce  the  subrogation  rights  established 
under  this  section. 

Subd.  3.  Notice.  The  state  agency  must  be  given  notice  of  monetary  claims  against 
a  person,  firm,  or  corporation  that  may  be  liable  in  damages,  or  otherwise  obligated  to 
pay  part  or  all  of  the  cost  of  medical  care  when  the  state  agency  has  paid  or  become 
liable  for  the  cost  of  care.  Notice  must  be  given  as  follows: 

(a)  Applicants  for  medical  assistance  shall  notify  the  state  or  local  agency  of  any 
possible  claims  when  they  submit  the  application.  Recipients  of  medical  assistance 
shall  notify  the  state  or  local  agency  of  any  possible  claims  when  those  claims  arise. 

(b)  A  person  providing  medical  care  services  to  a  recipient  of  medical  assistance 
shall  notify  the  state  agency  when  the  person  has  reason  to  believe  that  a  third  party 
may  be  liable  for  payment  of  the  cost  of  medical  care. 

(c)  A  person  who  is  party  to  a  claim  upon  which  the  state  agency  may  be  entitled 
to  subrogation  under  this  section  shall  notify  the  stale  agency  of  us  potential  subroga- 
tion claim  before  filing  a  claim,  commencing  an  action,  or  negotiating  a  settlement. 

Notice  given  to  the  local  agency  is  not  sufficient  to  meet  the  requirements  of 
paragraphs  (b)  and  (c). 

Subd.  4.  Recovery.  Upon  any  judgment,  award,  or  settlement  of  a  cause  of  action, 
or  any  part  of  it,  upon  which  the  state  agency  has  a  subrogation  right,  including 
compensation  for  liquidated,  unliquidated,  or  other  damages,  reasonable  costs  of 
collection,  including  attorney  fees,  must  be  deducted  first.  The  full  amount  of  medical 
distance  paid  to  or  on  behalf  of  the  person  as  a  result  of  the  injury  must  be  deducted 
next  and  paid  to  the  state  agency. 
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STATE  OF  MISSOURI'S  MEDICAID  STATUTE  RELATING  TO 
SUBROGATICN/LIEN/ASSIGNMENT  OF  BENEFITS 


208.215.  Subrofatfsn— Sen*— right!  of  de- 
partment, when,  procedure,  exception— report 
of  injuries  required,  form— recovery  of  medical 
assistance  paid,  when. — 1.  When  any  person, 
corporation,  institution,  public  agency  or  pri- 
vate agency  is  liable,  either  pursuant  to'  con- 
tract or  otherwise,  to  a  recipient  of  pUblic  as- 
sistance on  account  of  personal  injury  to  or 
disability  or  disease  of  the  recipient  or  of  a  mi- 
nor on  whose  behalf  public  assistance  is 
granted,  the  department  of  social  services  is 
subrogated  to  the  right  of  the  recipient,  minor 
or  estate  on  whose  behalf  public  assistance  is 
granted  to  recover  from  such  person  from  any 
award  or  settlement  an  amount  not  to  exceed 
the  payments  made  or  allowable  from  medical 
assistance  provided  nrnto  sections  208.151  to 
208.1 58  and  section  208.162  or  behalf  of  the 
recipient,  minor  or  estate  for  medical  care  and 
treatment  on  account  of  the  injury,  disease,. or 
disability. 

2.  The  department  of  social  services  may 
maintain  an  appropriate  action  to  recover 
funds  due  under  this  section  in  the  name  of 
the  state  of  Missouri  against  the  person,  cor- 
poration, institution,  public  agency  <*  u.ivito 
agency  liable  to  the  recipient,  minor  or  estate. 

3.  Any  recipient,  minor,  guardian,  conserva- 
tor, personal  representative,  estate,  or  person 
entitled .  under  section '  537.080,  RSMo,  to 
bring  an  action  for  wrongful  death  who  pur- 
sues legal  rights  against  a  person,  corporation, 
institution,  public  agency  or  private  agency  li- 
able to  that  recipient  or'minor  fo.-  injuries,  dis- 
ease or  disability  as  outlined  in  subsection  I  of 
this  section  shall  promptly  notify  the  depart- 
ment as  to  the  pursuance  of  such  legal  rights. 

4.  As  a  condition  of  eligibility  for  medical 
assistance  under  sections  208.151  to  208.159 
and  section  208.162,  all  applicants  and  recipi- 
ents, including  a  person  authorized  by  the  pro- 
bate code,  shall  cooperate  with  the  department 
of  social  services  in  identifying  and  providing 
information  to  assist  the  state  in  pursuing  any 
third  party  who  may  be  liable  to  pay  for  care 
and  services  available  under  the  slate's  plan 
for  nwdical  actiitanct  at  provided  in  sections 
208.152  and  208.162,  unless  such  applicant  or 
recipient  has  good  cause  for  refusing  to  coop- 
erate as  determined  by  the  department  of  so- 
cial services  in  accordance  with  federally  pre- 
scribed standards. 

5.  Every  person,  corporation  or  partnership 
who  acts  for  or  on  behalf  of  a  person  who  is  or 
was  eligible  for  medical  assistance  under  sec- 


tions 208.151  to  20S.I59  and  section  208.162 
for  purposes  of  pursuing  the  applicant's  or  re- 
cipient's claim  which  accrued  as  a  result  of  an 
incident  or  occurrence  resulting  in  the  pay- 
ment of  medical  assistance  benefits,  shall  no- 
tify the  department  upon  agreeing  to  assist 
such  person  and  further  shall  notify  the  de- 
partment of  any  institution  of  a  proceeding, 
settlement  or  the  results  of  the  pursuit  of  the 
claim. 

6.  Every  recipient,  minor,  guardian,  conser- 
vator, personal  representative,  estate,  or  person 
entitled  under  section  537.080,  RSMo,  to 
bring  an  action  for  wrongful  death,  or  his  at- 
torney or  legal  representative  shall  promptly 
notify  the  department  of  any  recovery  from  a 
third  party  and  shall  immediately  reimburse 
the  department  in  full  from  the  proceeds  of 
any  settlement,  judgment,  or  other  recovery  in 
any  action  or  clam*  initiated  against  any  such 
third  party. 

7.  The  department  director  shall  have  a 
right  to  recover  the  full  amount  of  payments 
made  to  a  provider  under  this  chapter  because 
of  an  injury,  disease,  or  disability  for  which  a 
third  party  is  or  may  be  liable  in  contract,  tort 
or  otharwioo  undo*  law  or  equity.  Tha  dopart 
mem  director  is  prohibited  from  reducing  the 
recovery  of  payments  by  any  fees,  costs  or 
other  expenditures  incurred  by  -  any  person, 
corporation  or  partnership. 

8.  The  department  of  social  services  shall 
have  a  lien  upon  any  moneys  to  be  paid  by  any 
insurance  company  or  similar  business  enter- 
prise in  settlement  or  satisfaction  of  a  judg- 
ment on  any  liability  claim  for  injuries  which 
resulted  in  medical  expenses  for  which  the  de- 
partment made  payment.  This  lien  shall  also 
be  applicable  to  any  moneys  which  may  come 
into  the  possession  of  any  attorney  who.is  han- 
dling the  claim  for  injuries  which  resulted  in 
medical  expenses  for  which  the  department 
made  payment.  No  such  lien  shall  be  effective 
unless  a  written  notice  containing  the  name 
and  address  of  the  recipient  of  medical  assis- 
tance is  sent  by  the  department  by  registered 
mail,  with  return  receipt  requested,  to  the  per- 
son, corporation,  inttitution,  public  agency  or 
private  agency  alleged  to  be  liable  to  the  recip- 
ient prior  to  the  payment  of  any  moneys  to 
such  recipient  or  his  attorney  or  legal  repre- 
sentative. 

9.  From  funds  recovered  pursuant  to  this 
section  the  federal  government  shall  be  paid  a 
portion  thereof  equal  to  the  proportionate  part 
originally  provided  by  the  federal  government 


to  pay  for  medical  assistance  to  the  recipient 
or  minor  involved. 

10.  The  right  of  subrogation  provided  by 
this  section  is  subordinate  to  the  lien  provided 
by  section  484.130,  RSMo,  or  section  484.140. 
RSMo,  relating  to  an  attorney's  lien  and  shall 
be  applicable  to  cases  in  which  workers'  disa- 
bility compensation  insurers  are  the  liable 
third  party.  The  provisions  against  assignment 
of  this  compensation  contained  in  section 
287.260.  RSMo.  shall  not  be  applicable  in 
cases  where  the  state  has  paid  medical  assis- 
tance benefits. 

11.  Application  for  and  acceptance  of  medi- 
cal assistance  under  this  chapter  shall  consti- 
tute an  assignment  to  the  department  of  social 
services  of  any  rights  to  support  for  the  pur- 
pose of  medical  care  as  determined  by  a  court 
or  administrative  order  and  of  any  other  rights 
to  payment  for  medical  care. 

12.  All  recipients  of  benefits  as  defined  in 
this  chapter  shall  cooperate  with  the  state  by 
reporting  to  the  division  of  family  services, 
Iwlthln  thirty  days,  any  occurrences  where  »u 
{injury  to  their  person  or  to  a  member  of  a 
'household  who  receives  medical  assistance  is 
sustained,  on  such  form  or  forms  as  provided 
by  the  division  of  family  services. 

13.  If  a  person  fails  to  comply  with  the  pro- 
vision of  any  judicial  or  administrative  decree 
or  temporary  order  requiring  that  person  to 
maintain  medical  insurance  on  or  be  responsi- 
ble for  medical  expenses  for  a  dependent  child, 
spouse,  or  ex-spouse,  in  addition  to  other  rem- 
edies available,  that  person  shall  be  liable  to 
the  state  for  the  entire  cost  of  the  medical  care, 
provided  pursuant  to  eligibility  under  any  pub- 
lic assistance  program  on  behalf  of  thai  depen- 
dent child,  spouse,  or  cx-spouse  during  the  pe- 
riod for  which  the  required  medical  care  was 
provided.  Where  a  duty  of  support  exists  and 
no  judicial  or  adminslr-itive  decree  or  tempo- 
rary order  for  support  has  been  entered,  the 
person  owing  the  duty  of  support  shall  be  li- 
able to  the  state  for  the  entire  cost  of  the  med- 
ical care  provided  on  behalf  of  the  dependent 
child  or  spouse  to  whom  the  duty  of  support  is 
owed. 

14.  The  department  director  or  his  designee 
may  compromise,  settle  or  waive  any  such 
claim  in  whole  or  in  part  in  the  interest  of  the 
medical  assistance  program. ' 

(U  1911  M  B.  901  1  I.  A.L  l»t:  H.B.  I0SS,  A.l_  l»« 
H.8.  Sit) 
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STATE  OF  MISSOURI'S  WORKERS  COMPENSATION  STATUTE  RELATING  TO 
MEDICAID'S  SUBROGATION/LIEN/ASSIGNMENT  OF  BENEFITS 


287.266.  Payments  nude  to  public  assis- 
tance recipients  to  be  a  debt  due  state,  recovery 
by  state— attorney's  fees— assignment  of  rights 
—apportionment  by  Judge,  when.— 1.  As  used 
in  this  section,  the  following  terms  mean: 
'  (I)  "Provider",  any  individual,  corporation, 
public  or  private  entity  that  has  entered  into 
an  agreement  with  the  state  to  provide  any 
service  set  out  in  section  208. 152,  RSMo,  and 
subsequent  amendments; 

(2)  ^Person  eligible  for  public  assistance^, 
any  individual  who  is  or  was  eligible  for  medi- 
cal assistance  under  the  laws  of  this  state. 

2.  Payments  made  to  or  on  behalf  of  a  per- 
son eligible  for  public  assistance  as  the  result 
ot  any  compensable  injury,  occupational  dis- 
ease or  disability  as  defined  by  this  chapter 
shall  be  a  debt  due  the  state,  and  recovery  of 

same  shall  be  a  recognized  action  pursuant  to 
this  chapter. 

3.  The  stale  shall  have  a  lien  upon  any 
funds  owed  by  any  employer  that  are  or  might 
be  due  under  any  insurance  agreement  or  self- 
insurance  authority  in  effect  at  the  time  the 
medical  expense  or  any  ]  portion  thereof  was 
paid  by  the  department  of  social  services  or  its 
designated  division. 

4.  The  state  shall  have  a  right  of  subroga- 
tion to  any  funds  owed  to  or  received  by  the 
employee  or  any  person,  corporation,  public 
agency  or  private  agency  acting  on  his  behalf 
notwithstanding  any  other  provisions  of  this 
chapter. 

5.  The  department  of  isocial  services  or  its 
designated,,  division  may  maintain  an  appropri- 
ate action  to  recover  funds  due  under  this  sec- 
tion pursuant  to  the  workers'  compensation 
law  or  the  second  injury  fund,  which  includes 
the  exercise  of  all  appeal  rights  afforded  by 

'  the  laws  of.  this  state. 

6.  The  department  shall  have  a  right  to  re- 
cover the  full  amount  of  its  payments  when 
payments  arc  made  to  a  provider  under  this 
chapter  if  the  payments  were  made  on  behalf 
of  a  person  eligible  for  public  assistance  for  an 
injury,  occupational  disease,  or  disability 
which  is  compensable  under  this  chapter. 

7.  This,  debt  due  \he  state  shall  be 
subordinate  only  to  the  fee  rights  of  the  in- 
jured employee's  attorney  pursuant  to  this 
chapter,  and  the  state  shall  not  be  required  to 
pay  any  portion  of  the  fees  or  costs  incurred 
by  the  employee  or  the  employer. 

8.  Application  for  and  acceptance  of  public 
assistance  made  to  or  on  behalf  of  the  injured 
employee  shall  constitute  an  assignment  of 
rights  to  the  department  of  social  services  for 
reimbursement  of  funds  expended  by  the  de- 
partment of  social  services  in  the  treatment  of 


9.  The  attorney  shall  notify  the  department 
of  social  services  upon  representation  of  each 
client  who  was  eligible  for  public  assistance  as 
provided  by  sections  208.151  to  208.159, 
RSMo,  and  section  208.162,  RSMo,  prior  to, 
during  or  subsequent  to  the  date  of  injury, 
that  the  attorney  was  retained  to  pursue  the 
client's  legal  rights  related  to  the  compensable 
injury. 

10.  The  administrative  law  judge,  pursuant 
to  authority  granted  under  section  287.610, 
shall  apportion  the  debt  due  the  state  between 
the  injured  worker  and  the  injured  worker's 
employer  or  their  designated  representatives 
*hen  an  agreement  cannot  be  reached  regard- 
ing the  respective  liability  for  money  expended 
by  the  deportment  of  sociul  services  on  behalf 
of  the  injured  employee,  but  in  no  case  shall 
(he  debt  due  the  state  be  reduced. 

(L  1987  H  Q.  Sit) 
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OHIO  STATUTE 
5101.58  Right  of  subrogation 

The  acceptance  of  aid  . .  .  gives  a  right  of  subrogation  to  the 
Department  of  Public  Welfare  and  the  Department  of  Welfare  of  any 
county  against  the  liability  of  a  third  party  for  the  cost  of 
medical  services  and  care  arising  out  of  injury,  disease,  or 
disability  of  the  recipient.  When  an  action  or  claim  is  brought 
against  a  third  party  by  a  recipient  of  aid  .  .  . ,  the  entire  amount 
of  any  settlement  or  compromise  of  the  action  or  claim,  or  any 
court  award  or  judgment  is  subject  to  the  subrogation  right  of  the 
Department  of  Public  Welfare  of  the  Department  of  Welfare  of  any 
county.  The  Departments*  subrogation  claim  shall  not  exceed  the 
amount  of  medical  expenses  paid  by  the  Departments  on  behalf  of  the 
recipient.  Any  settlement,  compromise,  judgment,  or  award  that 
excludes  the  cost  of  medical  services  or  care  shall  not  preclude 
the  Departments  from  enforcing  their  rights  under  this  section. 

Prior  to  initiating  any  recovery  action,  the  recipient  or  his 
representative  shall  disclose  the  identification  of  any  third  party 
against  whom  the  recipient  has  or  may  have  a  right  of  recovery. 
Disclosure  shall  be  made  to  both  the  Department  of  Public  Welfare 
and  the  appropriate  County  Welfare  Department  when  medical  expenses 
have  been  paid.  No  settlement,  compromise,  judgment,  or  award  or 
any  recovery  in  any  action  or  claim  by  a  recipient  where  the 
Departments  have  a  right  of  subrogation  shall  be  made  final  without 
first  giving  the  appropriate  Departments  notice  and  a  reasonable 
opportunity  to  perfect  their  rights  of  subrogation.  If  the 
Departments  are  not  given  appropriate  notice,  the  recipient  is 
liable  to  reimburse  the  Departments  for  the  recovery  received  to 
the  extent  of  medical  payments  made  by  the  Departments.  The 
Departments  shall  be  permitted  to  enforce  their  subrogation  rights 
against  the  third  party  even  though  they  accepted  prior  payments 
in  discharge  of  their  rights  under  this  section  if,  at  the  time  the 
Departments  received  such  payments,  they  were  not  aware  that 
additional  medical  expenses  had  been  incurred  but  had  not  yet  been 
paid  by  the  Departments.  The  third  party  becomes  liable  to  the 
Department  of  Public  Welfare  or  County  Department  of  Welfare  as 
soon  as  the  third  party  is  notified  in  writing  of  the  valid  claim 
for  subrogation  under  this  section. 

Subrogation  does  not  apply  to  that  portion  of  any  judgment,  award, 
settlement,  of  compromise  of  a  claim,  to  the  extent  of  attorney's 
fees,  costs,  or  other  expenses  incurred  by  a  recipient  in  securing 
the  judgment,  award,  settlement,  or  compromise,  or  to  the  extent 
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of  medical,  surgical,  and  hospital  expenses  paid  by  such  recipient 
from  his  own  resources.  Attorney  fees  and  costs  of  other  expenses 
in  securing  any  recovery  shall  not  be  assessed  against  any 
subrogated  claims  of  the  Departments. 

To  enforce  their  subrogation  rights,  the  Departments  may  do  any  of 
the  following: 

(A)  Intervene  or  join  in  any  action  or  proceeding  brought  by  the 
recipient  or  on  his  behalf  against  any  third  party  who  may 
be  liable  for  the  cost  of  medical  services  and  care  arising 
out  of  the  recipient's  injury,  disease,  or  disability; 

(B)  Institute  and  pursue  legal  proceedings  against  any  third 
party  who  may  be  liable  for  the  cost  of  medical  services  and 
care  arising  out  of  the  recipient's  injury,  disease,  or 
disability. 
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WASHINGTON  STATUTE 

The  revised  statute  (RCW  4 3. 2 OB)  gives  Washington  the  statutory 
authority  to  place  demands  ahead  of  claim  for  payment,  against  any 
insurer  of  a  recipient  of  service,  any  tort  feasor,  or  insurer  of 
a  tort  feasor,  up  to  the  extent  of  the  value  of  medical  services 
provided  to  the  recipient.  It  recognizes  prorated  court  costs  and 
proportionate  attorney  fees. 

This  legislation  (modified  to  include  attorney  notification  in 
1990)  enables  Washington  to  enforce  their  status  as  "payor  of  last 
resort"  with  respect  to  services  provided  under  Medicaid,  by 
inserting  themselves  ahead  of  Medicaid  recipients  and  other 
claimants,  into  any  insurance  contract  and  any  claim  filed  against 
a  tort  feasor. 

The  statutory  language  in  Section  7  is  as  follows: 

(1)  To  secure  reimbursement  of  any  assistance  paid  under 
Chapter  74.09  RCW1  or  reimbursement  for  any  residential 
care  provided  by  the  Department  at  a  hospital  for  the 
mentally  ill  or  habilitative  care  center  for  the 
developmental  disabled,  as  a  result  of  injuries  to  or 
illness  of  a  recipient  caused  by  the  negligence  or  wrong 
of  another,  the  Department  shall  be  subrogated  to  the 
recipient's  rights  against  a  tort  feasor  or  the  tort 
feasor's  insurer,  or  both. 

(2)  The  Department  shall  have  a  lien  upon  any  recovery  by  or 
on  behalf  of  the  recipient  from  such  tort  feasor  or  the 
tort  feasor's  insurer,  or  both  to  the  extent  of  the  value 
of  the  assistance  paid  or  residential  care  provided  by  the 
Department,  provided  that  such  lien  shall  not  be  effective 
against  recoveries  subject  to  wrongful  death  when  there 
are  surviving  dependents  of  the  deceased.  The  lien  shall 
become  effective  upon  filing  with  the  county  auditor  in 
the  county  where  the  assistance  was  authorized  or  where 
any  action  is  brought  against  the  tort  feasor  or  insurer. 
The  lien  may  also  be  filed  in  any  other  county  or  served 
upon  the  recipient  in  the  same  manner  as  a  civil  summons 
if,  in  the  Department's  discretion,  such  alternate  filing 
or  service  is  necessary  to  secure  the  Department's 
interest.  The  additional  lien  shall  be  effective  upon 
filing  or  service. 

Chapter  74.09  RCW  relates  to  Medical  Assistance  payments 
and  RCW  43.20B  relates  to  recovery. 
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The  lien  of  the  Department  shall  be  upon  any  claim,  right 
of  action,  settlement  proceeds,  money,  or  benefits  arising 
from  an  insurance  program  to  which  the  recipient  might  be 
entitled;  (a)  against  the  tort  feasor  or  insurer  of  the 
tort  feasor,  or  both,  and  (b)  under  any  contract  of 
insurance  purchased  by  the  recipient  or  by  any  other 
person  providing  coverage  for  the  illness  or  injuries  for 
which  the  assistance  or  residential  care  is  paid  or 
provided  by  the  Department. 

If  recovery  is  made  by  the  Department  under  this  section 
and  the  subrogation  is  fully  or  partially  satisfied 
through  an  action  brought  by  or  on  behalf  of  the 
recipient,  the  amount  paid  to  the  Department  shall  bear 
its  proportionate  share  of  attorneys'  fees  and  costs. 
The  determination  of  the  proportionate  share  to  be  born 
by  the  Department  shall  be  based  upon: 

(a)  The  fees  and  costs  approved  by  the  court  in  which 
the  action  was  initiated;  or 

(b)  The  written  agreement  between  the  attorney  and  client 
which  establishes  fees  and  costs  when  fees  and  costs 
are  not  addressed  by  the  court. 

(c)  When  fees  and  costs  have  been  approved  by  a  court, 
after  notice  to  the  Department,  the  Department  shall 
have  the  right  to  be  heard  on  the  matter  of 
attorneys'  fees  and  costs,  or  its  proportionate 
share . 

(d)  When  fees  and  costs  have  not  been  addressed  by  the 
court,  the  Department  shall  receive  at  the  time  of 
settlement  a  copy  of  the  written  agreement  between 
the  attorney  and  client  which  established  fees  and 
costs  and  may  request  and  examine  documentation  of 
fees  and  costs  associated  with  the  case.  The 
Department  may  bring  an  action  in  superior  court  to 
void  a  settlement  if  it  believes  the  attorney's 
calculation  of  its  proportionate  share  of  fees  and 
costs  is  inconsistent  with  the  written  agreement 
between  the  attorney  and  client  which  establishes 
fees  and  costs  or  if  the  fees  and  costs  associated 
with  the  case  are  exorbitant  in  relation  to  cases  of 
a  similar  nature. 
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The  new  Section  8  is  added  to  Chapter  43.20B  RCW  to  read  as 
follows : 

An  attorney  representing  a  person  who,  as  a  result  of  injuries 
or  illness  sustained  through  the  negligence  or  wrong  of 
another,  has  received,  is  receiving,  or  has  applied  to  receive 
assistance  under  Chapter  74.09  RCW,  or  residential  care 
provided  by  the  Department  at  a  hospital  for  the  mentally  ill 
or  habilitative  care  center  for  the  development ally  disabled, 
shall : 

(1)  Notify  the  Department  at  the  time  of  filing  any  claim 
against  a  third  party,  commending  an  action  at  law, 
negotiating  a  settlement,  or  accepting  a  settlement 
offer  from  the  tort  feasor  or  the  tort  feasor's 
insurer,  or  both;  and 

(2)  Give  the  Department  thirty  days'  notice  before  any 
judgment,  award,  or  settlement  may  be  satisfied  in 
any  action  or  any  claim  by  the  applicant  or  recipient 
to  recover  damages  for  such  injuries  or  illness. 


PROVISIONS  OF  WASHINGTON  LAW 

Recipient  or  attorney  must  notify  State  agency  of  any  third  party 
claim  within  a  reasonable  time. 

Agency  has  right  to  perfect  a  lien. 

Agency  will  pay  a  portion  of  legal  fees  related  to  third  party 
information. 

Once  notified  of  specific  liability,  insurers  must  reimburse  the 
State  agency  regardless  of  payments  made  to  others,  even  if  insured 
is  not  a  recipient  but  is  legally  responsible  for  one. 


132 


J' 


SECTION  III  -  MODEL  LEGISLATION  #2 


Co-Endorsement  of  Insurance  Checks  by  Providers  WASHINGTON 

1.  Abstract  -  This  law  requires  that  all  checks  from  health 
care  service  contractors  regulated  under  State  law  be  made 
payable  to  and  endorsed  by  both  the  insured  and  the  provider 
of  service. 

2.  Impact  of  Model  Legislation  -  The  purpose  of  this 
legislation  is  to  prevent  individuals  from  receiving  monies 
due  the  State  agency  in  reimbursement  for  paid  Medicaid 
services  and  not  reporting  those  payments  to  the  agency. 
In  particular,  the  law  is  aimed  at  absent  parents  of 
Medicaid  eligible  children,  whose  insurance  policies  make 
payment  directly  to  them. 

This  legislation  offers  recourse  to  providers  that  should 
have  received  payments  that  were  made  directly  to  the 
insured.  Banks  in  Washington  that  honor  such  checks  without 
both  endorsements  being  present  are  subject  to  collection 
proceeding  by  any  other  party  to  whom  payment  should  have 
been  made. 

STATE  OF  WASHINGTON 

An  ACT  Relating  to  health  care  services;  BE  IT  ENACTED  BY  THE 
LEGISLATURE  OF  THE  STATE  OF  WASHINGTON: 

Sec.  1,  Section  1,  Chapter  168,  Laws  of  1982  and  RCW  48.44.026 
are  each  amended  to  read  as  follows. 

Checks  in  payment  for  claims  pursuant  to  any  health  care 
service  contract  for  health  care  services  provided  by 
persons  licensed  or  regulated  under  chapter  18.22,  18.25, 
18.29,  18.32  or  18.53  or  18.71  RCW,  where  the  provider  is 
not  a  participant  under  a  contract  with  the  health  care 
service  contractor,  shall  be  made  out  to  both  the  provider 
and  the  insured,  jointly,  to  require  endorsement  by  each. 
PROVIDED,  that  payment  shall  be  made  in  the  single  name  of 
the  insured  if  the  insured  as  part  of  his  or  her  claim 
furnishes  evidence  of  prepayment  to  the  health  care  service 
provider:  AND  PROVIDED  FURTHER,  that  nothing  in  this 
section  shall  preclude  a  health  care  service  contractor  from 
voluntarily  issuing  payment  in  single  name  of  the  provider. 
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Third  Party  Insurers  Must  Cooperate  with  State  **  MISSOURI 

Medicaid  Agency's  Efforts  to  Identify  Insurance  NEW  YORK 

Coverage  Available  to  Medicaid  Recipients  OHIO 

1.  Abstract  -  Some  States  require  all  third  parties  to 
cooperate  with  any  attempts  by  the  State  agency  to  identify 
liability  that  they  may  have  for  services  received  by 
Medicaid  recipients  and  paid  for  by  the  State  agency. 
Legislation  of  this  type  should  include  provisions  that 
protect  the  third  party  from  privacy  problems  by  placing  the 
liability  stemming  from  any  such  actions  on  the  State 
agency. 


2 .       Impact  of  Model  Legislation  - 


MISSOURI 


This  law  provides  the  Medicaid  agency  contractual  capability 
with  any  entity  defined  as  an  insurance  company,  health 
service  corporation  or  health  maintenance  organization,  and 
any  self-insuring  organization  or  business  to  obtain  HI 
information  on  a  Medicaid  recipient. 

The  purpose  of  this  legislation  is  to  require  insurance 
companies  and  other  defined  entities  to  cooperate  in  the 
data  match  request  by  the  Medicaid  agency.  Specific 
provisions  include  the  mode  of  the  data  match,  payable  costs 
to  the  entity,  penalty  for  noncompliance,  confidentiality 
requirements,  and  consent  for  information. 


MISSOURI  STATUTE 


208.217.  Department     may     obtain     medical  insurance 

information-failure  to  provide  information,  attorney  general 
to  bring  action  penalty-confidential  information,  penalty 
for  disclosure-def initions . -1 .  As  used  in  this  section,  the 
following  terms  mean: 

(1)  "Entity": 

(a)  Any  insurance  company  as  defined  in  chapter  375, 
RSMo.  or  any  public  organization  or  agency 
transacting  or  doing  the  business  of  insurance;  or 

(b)  Any  health  service  corporation  or  health 
maintenance  organization  as  defined  in  chapter  354, 
RSMo;  or  any  other  provider  of  health  services  as 
defined  in  chapter  354  RSMo;  or 

(c)  Any  self -insured  organization  or  business  providing 
health  services  as  defined  in  chapter  354,  RSMo 
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(2)  "Department",  the  Missouri  Department  of  Social 
Services  or  any  division  thereof. 

(3)  "Insurance",  any  agreement,  contract,  policy  plan 
or  writing  entered  into  voluntarily  or  by  court  or 
administrative  order  providing  for  the  payment  of 
medical  services  or  for  the  provision  of  medical 
care    to  or  on  behalf  of  an  individual; 

(4)  "Individual",  any  applicant  or  present  or  former 
recipient  of  public  assistance  benefits  under 
sections  208.151  to  208.159  and  section  208.162; 

(5)  "Request",  any  inquiry  by  the  Division  of  Medical 
Services  for  the  purpose  of  determining  the 
existence  of  insurance  where  the  department  may 
have  expended  medical  assistance  benefits; 

(6)  "Data  match",  a  method  of  comparing  the 
department's  information  with  that  of  another 
entity  and  identifying  those  records  which  appear 
in  both  files.  This  process  is  accomplished  by  a 
computerized  comparison  by  which  both  the 
Department  and  the  entity  utilize  a  computer 
readable  electronic  media  format. 

The  Department  may  enter  into  a  contract  with  any 
entity,  and  the  entity  shall,  upon  request  of  the 
Department  of  Social  Services,  inform  the  Department 
of  any  records  or  information  pertaining  to  the 
insurance  of  any  individual. 

The  information  which  is  required  to  be  provided  by  the 
entity  regarding  an  individual  is  limited  to  those 
insurance  benefits  that  could  have  been  claimed  and 
paid  by  an  insurance  policy  agreement  or  plan  with 
respect  to  medical  services  or  items  which  are 
otherwise  covered  under  the  Missouri  Medicaid  program. 

A  request  for  a  data  match  made  by  the  Department 
pursuant  to  this  section  shall  included  sufficient 
information  to  identify  each  person  named  in  the 
request  in  a  form  that  is  compatible  with  the 
recordkeeping  methods  of  the  entity.  Requests  for 
information  shall  pertain  to  any  individual  or  the 
person  legally  responsible  for  such  individual. 
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5.  The  Department  shall  reimburse  the  entity  which  is 
requested  to  supply  information  as  provided  by  this 
section  for  actual  direct  costs,  based  upon  industry 
standards,  incurred  in  furnishing  the  requested 
information  and  as  set  out  in  the  contract.  The 
department  shall  specify  the  time  and  manner  in  which 
information  is  to  be  delivered  by  the  entity  to  the 
department.  No  reimbursement  will  be  provided  for 
information  requested  by  the  department  other  than  by 
means  of  a  data  match. 

6 .  Any  entity  which  has  received  a  request  from  the 
Department  pursuant  to  this  section  shall  provide  the 
requested  information  in  writing  within  sixth  day  of 
receipt  of  the  request.  Willful  failure  of  an  entity 
to  provide  the  requested  information  within  such  period 
shall  result  in  liability  to  the  State  for  civil 
penalties  of  up  to  ten  dollars  for  each  day  thereafter. 
The  attorney  general  shall,  upon  request  of  the 
department,  bring  an  action  in  a  circuit  court  of 
competent  jurisdiction  to  recover  the  civil  penalty. 
The  court  shall  determine  the  amount  of  the  civil 
penalty  to  be  assessed. 

7.  The  director  of  the  Department  shall  establish 
guidelines  to  assure  that  the  information  furnished  to 
any  entity  or  obtained  from  any  entity  does  not  violate 
the  laws  pertaining  to  the  confidentiality  and  privacy 
of  an  applicant  or  recipient  of  Medicaid.  Any  person 
disclosing  confidential  information  for  purposes  other 
than  set  forth  in  this  section  shall  be  guilty  of  a 
class  A  misdemeanor. 

8.  The  application  for  or  the  receipt  of  benefits  under 
sections  208.151  to  208.159  and  section  208.162  shall 
be  deemed  consent  by  the  individual  to  allow  the 
department  to  request  information  from  any  entity 
regarding  insurance  coverage  of  said  person. 
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NEW  YORK 

New  York's  legislation,  specifying  privacy  safeguards, 
allows  the  State  agency  to  initiate  data  matches  with  all 
of  the  licensed  insurance  plans  in  the  State.  It  also 
facilitates  resource  identification  activities  with  several 
other  insurance  companies,  because  State  and  county  staff 
have  access  to  payment  and  eligibility  records  for  both 
clients  and  responsible  relatives. 

A  copy  of  the  legislation  is  available  upon  request  from 
the  State. 

OHIO 

Ohio's  legislation  authorizes  the  State  agency  to  require 
third  parties  to  participate  in  automated  data  matches,  when 
they  are  equipped  to  do  so.  The  immediate  impact  of  this 
legislation  was  to  overcome  resistance  from  the  State's 
retirement  system  to  cooperating  with  the  Medicaid  agency 
in  a  data  match  to  determine  whether  there  were  Medicaid 
recipients  eligible  for  benefits  from  the  retirement 
system's  health  insurance  plan. 

The  State  agency  has  used  the  law  in  conjunction  with  a  TPL 
Supplemental  Recovery  Program  (contingency  fee  contractor). 
Successful  data  exchanges  have  occurred  with  several  private 
carriers.  The  legislation  holds  the  private  firms  harmless 
in  privacy  considerations;  however,  private  carriers  have 
concerns  of  potential  jeopardy  in  Federal  privacy 
legislation  taking  precedence  over  the  State  law.  This 
legislation  may  have  useful  applications  in  other  States. 

A  copy  of  legislation  is  available  upon  request  from  State. 
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Adjudicated  Parents  Must  Execute  and  Deliver  NEW  YORK 

Any  Instruments  Necessary  to  Assure  the  Timely 
Payment  of  the  Dependent's  (s')  Health  Insurance 
Claims 

1.  Abstract  -  This  legislation  requires  the  adjudicated  parent 
to  execute  and  deliver  any  forms,  notices,  documents  or 
other  instruments  necessary  to  assure  the  timely  payment  of 
any  health  insurance  claims  for  his/her  dependent ( s ) . 


2.  Impact  of  the  Model  Legislation  -  This  legislation  goes 
beyond  the  normal  requirement  that  court  ordered  health 
insurance  coverage  be  provided  by  making  provisions  for 
directing  the  dependent  * s ( s ■ )  health  insurance  payments. 
The  adjudicated  parent  is  required  to  supply  instruments 
not  only  to  prove  to  a  provider  that  coverage  exists,  but 
also  to  allow  the  provider  to  bill  the  available  third  party 
(claims  forms).  Furthermore,  in  cooperation  with  its  IV-D 
unit,  the  third  party  unit  is  defining  one  of  these 
instruments  necessary  to  be  an  assignment  of  all  health 
insurance  payments  for  the  dependent (s)  to  the  provider  of 
service.  This  prevents  the  adjudicated  parent  from 
receiving  the  money  thereby  reducing  IV-D's  violation 
workload. 

A  copy  of  the  legislation  is  available  upon  request  from 
the  State. 
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SECTION  III  -  MODEL  LEGISLATION  #5 


Model  Support  Enforcement  Through  MINNESOTA 
Employer  Withholding  Requirements 

1.  Abstract  -  This  law  requires  the  obligor  to  name  the  minor 
child  as  beneficiary  on  any  health  and  dental  insurance  plan 
that  is  available  to  the  obligor  on  a  group  basis  or  through 
an  employee  or  union.  If  the  court  finds  that  dependent  or 
dental  insurance  is  not  available  to  the  obligor  through  an 
employer  or  union,  or  that  the  group  insurer  is  not 
accessible  to  the  obligee,  the  court  may  require  the  obligor 
to  obtain  dependent  health  or  dental  coverage,  or  to  be 
liable  for  reasonable  and  necessary  medical  or  dental 
expenses  of  the  child. 

The  Office  of  Child  Support  Enforcement  regulations 
published  in  the  Federal  Register  on  October  16,  1985, 
require  the  State  IV-D  agency  to  petition  the  Court  or 
Administrative  authority  to  include  health  insurance 
coverage  in  the  support  order  if  the  absent  parent  has 
access  to  employment  related  or  other  group  insurance.  Some 
States  require  legislation  to  implement  the  Federal 
regulations.  This  model  legislation  is  being  provided  to 
assist  States  in  complying  with  the  requirement. 

A  copy  of  the  legislation  is  available  upon  request  from 
the  State. 
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SECTION  III  -  MODEL  LEGISLATION  #6 


Required  Attorney  Notification  to  *  KENTUCKY 

the  Medicaid  State  Agency  *  MAINE 


1.  Abstract  -  This  law  requires  any  attorney  representing  a 
Medicaid  recipient  who  makes  a  claim  to  recover  the  medical 
cost  of  a  injury  for  which  the  recipient  received  medical 
benefits  under  the  Medicaid  program  to  advise  the  Medicaid 
agency  of  the  existence  of  the  claim.  The  attorney  bringing 
an  action  on  behalf  of  a  recipient  must  notify  the  Medicaid 
agency  of  that  action  at  least  10  days  prior  to  the  filing 
of  the  pleadings.  A  further  requirement  is  that  no 
disbursement  of  a  settlement  may  be  made  without  proper 
notification  to  the  Medicaid  agency. 

2.  Impact  of  Model  Legislation  -  The  legislation  provides  the 
State  with  the  notification  of  attorney  involvement  and 
information  regarding  the  contents  of  pleadings  the  attorney 
intends  to  file.  The  State  may  request  the  attorney  to 
represent  its  interest.  The  requirement  involving 
notification  by  the  attorney  of  settlement  discussions 
permits  State  input  regarding  negotiated  settlements  on  a 
timely  basis. 

KENTUCKY 

Kentucky  legislation  requires  that  at  the  commencement  of 
an  action  seeking  to  recover  damages,  it  shall  be  the  duty 
of  the  plaintiff  or  his  attorney  to  notify,  by  certified 
mail,  those  parties  believed  by  him  to  hold  subrogation 
rights  to  any  award  received  by  the  plaintiff  as  a  result 
of  the  action.  The  notification  shall  state  that  a  failure 
to  assert  subrogation  rights  by  intervention,  pursuant  to 
Kentucky  Civil  Rule  24,  will  result  in  a  loss  of  those 
rights  with  respect  to  any  final  award  received  by  the 
plaintiff  as  a  result  of  the  action.  This  applies  to  all 
actions  for  damages,  whether  in  contract  or  in  tact, 
commenced  after  July  15,  1988.  The  legislation  also 
requires  that  a  certified  list  of  all  parties  notified  be 
filed  with  the  clerk  of  the  court. 

A  copy  of  the  legislation  is  available  upon  request  from  the 
State. 

MAINE 

Maine  legislation,  which  makes  this  requirement  law  in  the 
State,   follows  on  the  next  page. 
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STATE  OF  MAINE 


APPROVED 

MAR  23 '88 

Bi  GOVERNOR 


CHAPI'cJ 

621 

EUBUC  LAj 


IN  THE  YEAR  OP  OUR  LORD 
NINETEEN  HUNDRED  AND  EIGHTY-EIGHT 


S.P.  759  -  L. D.  2022 

AN  ACT  to  Enforce  3rd-Party  Liability 
Reimbursement  for  Medicaid  Recipients  as 
Required  by  Title  XIX  of  the  Social 
Security  Act.  . 


Be  it  enacted  by  the  People  of  the  State  of  Maine  as 
follows : 

22  MRSA  §14,  sub-SS2-D/  2-E  and  2-F  are  enacted 
to  read: 

2-D.       Notification      of      claim.  A  Medicaid 

recipient,  or  any  attorney  representing  a  Medicaid 
recipient,  who  makes  a  claim  to  recover  the  medical 
cost  or  injury,  disease,  disability  or  similar 
occurrence  for  which  the  party  received  medical 
benefits  under  the  Medicaid  program,  pursuant  to  the 
United  States  Social  Security  Act,  Title  XIX,  shall 
advise  the  department  in  writing  with  information  as 
required    by    the    department    of    the    existence    ol  the 

-claim.  —  

— ^— .  » 

2-E.  Notification  of  pleading.  In  any  action  to 
recover  the  medical  cost  of  injury,  diseaseT 
disability  or  similar  occurrence  for  which  the  party 
received  medical  benefits  under  the  Medicaid  program, 
the  party  bringing  the  action  shall  notify  the 
department  of  that  action  at  least  10  days  prior  to 
filing  the  pleadings.  Department  records  indicating 
medical  benefits  paid  by  the  department  on  behalf  of 
the  recipient  shall  be  prima  facie  evidence  of  the 
medical    expenses    incurred    by    the    recipient    for  the 

related  medical  services. 

2-F.  Disbursement.  No  disbursement  of  any  award, 
judgment  or  settlement  may  be  made  to  a  recipient 
without  the  recipient  or  the  recipient's  attorney 
first  providing  at  least  10  days'  written  notice  to 
the  department  of  the  award,  judgment  or  settlement  or 
obtaining  from  the  department  a  release  of  any 
obligation  owed  to  it  for  medical  benefits  provided  to 
the  reciment. 
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SECTION  III  -  MODEL  LEGISLATION  #  7 


Establish  Liability  for  Medical  Expenses  *  UTAH 

for  Children  -  House  Bill  352  1990 

1.  Abstract  -  This  law  provides  for  the  determination  of  a 
parent's  liability  for  uninsured  medical  expenses  by  a  court 
or  administrative  proceeding. 

2.  Impact  of  Model  Legislation  -  The  primary  purpose  of  this 
legislation  is  to  allow  the  State  to  establish 
administratively  a  "sum  certain  judgment"  for  past  medical 
and  dental  expenses  when  a  parent  has  been  made  responsible 
for  these  cost  under  a  previous  judicial  or  administrative 
order . 

If  the  parent  has  been  ordered  to  maintain  insurance  for  his 
dependent  children  and  fails  to  do  so,  the  State  may  initiate 
a  judicial  or  administrative  proceeding  to  obtain  a  judgment 
for  past  expenses .  In  some  cases  the  court  also  orders  the 
parents  to  be  responsible  for  uninsured  medical  expenses  at 
prorated  amounts.  The  State  will  initiate  a  judicial  or 
administrative  proceeding  to  obtain  a  judgment  for  the 
specific  amount  of  past  medical  expenses. 

A  copy  of  the  legislation  is  available  upon  request  from  the 
State . 
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SECTION  III  -  MODEL  LEGISLATION  #8 


Medical  Benefits  Recovery  Act  (Priority  Lien)  *  UTAH 

Senate  Bill  72  1989 

1.  Abstract  -  This  law  places  a  statutory  lien  in  favor  of  the 
State  on  all  proceeds  payable  by  a  third  party  in  behalf  of 
a  recipient.  The  lien  is  a  priority  lien  over  all  other 
claims  to  the  proceeds  except  certain  attorney's  fees  and 
legal  costs. 

2.  Impact  of  the  Model  Legislation  -  Prior  to  this  statute,  it 
was  not  uncommon  for  private  legal  counsel  representing  an 
injured  recipient  to  negotiate  a  settlement  with  a  liable 
party's  insurance  carrier  up  to  the  amount  of  the  policy 
limits  for  General  Damages.  When  the  State  attempted  to  file 
a  claim  at  a  latter  date  for  specific  damages  the  carrier 
obviously  denied  the  claim.  This  statute  allows  the  State  to 
obtain  payment  to  reimburse  Medicaid  for  medical  expenses 
before  the  issue  of  general  damages  is  dealt  with.  It  has 
also  strengthened  our  negotiating  position  with  third  parties 
and  the  private  bar  representing  injured  recipients. 

Utah  legislation  provides  that,  when  the  Medicaid  State  agency 
provides  or  becomes  obligated  to  provide  medical  assistance 
to  a  recipient  because  of  an  injury,  disease,  or  disability 
for  which  a  third  party  is  liable,  the  agency  may  recover  the 
medical  assistance  directly  from  a  third  party.  The  State 
agency's  claim  to  recover  medical  assistance  provided  as  a 
result  of  injury,  disease,  or  disability  shall  be  a  lien 
against  any  proceeds  payable  to  the  recipient  by  the  third 
party.  The  lien  has  priority  over  all  other  claims  to  the 
proceeds  except  attorney  fees. 


143 


SECTION  III  -  MODEL  LEGISLATION  #  9 


Direct  Issuance  of  Insurance  *  MINNESOTA 

Payments  and  Denials 
to  Medicaid  Providers 

1 .  Abstract  -  This  law  requires  health  insurers  regulated  under 
State  law  to  issue  payments  and  denials  directly  to  the 
medical  provider  for  Medicaid  recipients. 

2.  Impact  of  Model  Legislation  -  The  purpose  of  this  legislation 
is  to  ensure  that  providers  of  service  receive  insurance 
payments  and  denial  information  for  Medicaid  recipients  for 
whom  they  are  required  to  bill  primary  payers  under  cost 
avoidance . 

The  Minnesota  legislation  requires  that  no  policy  of  accident 
and  sickness  insurance  as  regulated  under  the  law  shall 
contain  any  provision  denying  or  reducing  benefits  because 
services  are  rendered  to  a  person  who  is  eligible  for,  or 
receiving  medical  benefits  pursuant  to,  the  provisions  of  the 
law.  The  provider  must  indicate  any  benefit  coverage  on  any 
claim  form  submitted  by  the  provider  to  the  insurer  for  those 
services.  In  addition,  the  Minnesota  provision  requires 
insurance  carriers  to  issue  payment  or  notice  of  denial 
directly  to  the  Medicaid  recipient's  provider  of  services  or 
to  the  Department  of  Human  Services  rather  than  to  the  policy 
holder.  This  provision  became  effective  for  insurance  claims 
filed  after  June  30,  1989. 
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SECTION  IV 
STATE     TPL  TRAINING 

Procedures     and  Techniques 


SECTION  IV  -  STATE  TPL  TRAINING  #1  (continued) 


STATE  SPECIFIC  FEATURES 

ARKANSAS 

Training  Coordinator 

Wayne  E.  Olive,  Manager 

TPL  Unit,  Medical  Assistance  Section 

P.  0.  Box  1437 

Little  Rock,  Arkansas  72203 
(501)  271-2388 

Arkansas  submitted  a  training  package  on  its  MMIS  TPL  Subsystem. 
This  training  guide  is  used  for  all  new  hires  as  well  as  a  desk 
reference  by  all  other  staff  involved  in  TPL.  The  trainee  has 
hands-on  training  on  the  TPL  Subsystem  which  offers  a  cost- 
effective  approach  to  post  payment  recovery  activities. 

The  trainee  is  also  guided  through  an  example  of  the  TPL  resource 
identification  process  and  documentation  requirements.  The 
trainee  is  requested  to  provide  feedback  on  the  training  and  make 
suggestions  for  changes . 

**  CALIFORNIA 

Training  Coordinator 

Barbara  Carr 
Other  Coverage  Section 
Department  of  Health  Services 
6620  Folsom  Boulevard 
Sacramento,  California  95819 
(916)  739-3204 

The  Department  of  Health  Services  contracted  with  the  California 
State  University  at  Sacramento  (CSUS)  Hornet  Foundation  to 
develop  a  TPL  training  program.  This  training  is  provided  to 
caseworkers  in  the  County  Welfare  Departments,  County  District 
Attorneys,  County  Veterans  Services  Officers  and  the  Social 
Security  Administration  (SSA)  district  offices. 

The  training  addresses  three  learning  principles:  sight, 
hearing,  and  hands-on  application.  It  comprises  a  nine  minute 
video  ("Seconds  Save  Millions")  giving  an  overview  of  TPL,  a 
thirty  (30)  minute  lecture  with  overhead  transparencies  and  a 
session  addressing  hands-on  application  of  the  correct  way  to 
complete  forms . 
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SECTION  IV  -  STATE  TPL  TRAINING  #1  (continued) 


As  a  result  of  SSA's  presentation  of  California's  TPL  training, 
there  has  been  an  increase  in  TPL  inquiries  and  reporting.  The 
Statewide  weighted  average  of  SSA  TPL  referrals  increased  by  six 
(6)  percent  within  two  months  from  the  month  SSA  TPL  training  was 
given.  The  initial  training  was  conducted  in  November  1989.  In 
December,  the  number  of  new  SSI/SSP  eligibles  reported  with  TPL 
was  170  individuals.  In  January,  the  number  reported  increased 
to  1,500  individuals  with  TPL. 

County  training  took  place  somewhat  later  and  results  are  still 
being  compiled. 

HAWAII 

Training  Coordinator 

Walter  Murakami 

TPL  Training  Specialist 

Hawaii  Department  of  Human  Services 

P.  0.  Box  339 

Honolulu,  Hawaii  96809 

(808)  548-6503 

TPL  training  in  Hawaii  is  conducted  yearly  and  includes  a  pre- 
test and  a  post-test.  If  an  eligibility  worker  (EW)  makes  a 
mistake  in  the  post-test,  a  followup  is  made  with  the  EW's 
supervisor  to  review  the  error  and  correct  the  mistake(s) .  These 
tests  also  motivate  EWs  to  participate  actively  in  training 
sessions  and  conscientiously  learn  TPL  concepts  and  procedures. 
Information  regarding  TPL  activity;  i.e.,  cost-savings  through 
cost-avoidance  and  recoveries,  are  disseminated  periodically  to 
provide  further  incentive  for  EWs  to  learn  to  apply  TPL. 

As  a  part  of  the  training  package,  the  trainee  is  walked  though 
an  illustration  of  the  TPL  resource  identification  process  and 
documentation  requirements.  The  trainee  is  also  afforded  an 
opportunity  to  evaluate  the  third  party  resources  training. 
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SECTION  IV  -  STATE  TPL  TRAINING  #1  (continued) 


**  INDIANA 

Training  Coordinator 

Ben  Bobo 

SDRW  TPL  Staff 

100  N.  Senate  Avenue 

Indianapolis,  Indiana  46204 

(317)  841-4414 

Indiana's  training/resource  guide  highlights  statutes  governing 
TPL.  The  guide  is  for  use  by  county  workers  and  explains  various 
provisions  of  the  program;  e.g.,  what  is  a  casualty  recovery? 
The  guide  also  includes  copies  of  forms  in  use,  coding 
definitions,  and  information  included  in  the  State's  provider 
manuals . 

KENTUCKY 

Danette  Warford,  Acting  Supervisor 

TPL  Financial  Services 

P.  0.  Box  2009 

Frankfort,  Kentucky  40602 

(502)  227-9073,  Ext.  315 

TPL  training  is  given  to  new  employees  on  a  one  to  one  basis. 
The  new  TPL  employee  training  consists  of  complete 
familiarization  with  the  TPL  Desk  Level  Manual,  computer  system 
training,  as  well  as  individual  training  with  a  senior  TPL 
caseworker  for  three  to  four  weeks. 

The  TPL  Desk  Level  Manual  is  organized  by  function,  from  file 
updating,  to  maintaining  the  recipient  TPL  database,  through  the 
steps  required  for  recovery  of  benefit  dollars.  For  easy 
reference,  each  section  includes  a  sample  of  each  item  discussed, 
followed  by  the  item's  reference  section  for  further  detailed 
information.  All  TPL-related  reports,  TPL-related  on-line 
screens,  and  tables  of  TPL  codes  and  definitions  are  also 
included. 

**  OREGON 

Training  Coordinator 
Steven  Cloud 

Adult  and  Family  Services  Division 
Recovery  Services  Section 
Public  Service  Building,  Room  400 
Salem,  Oregon  97310 

(503)  378-3729 
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SECTION  IV  -  STATE  TPL  TRAINING  #1  (continued) 


TPL  training  is  given  to  new  welfare  assistance  workers 
(eligibility  technicians)  and  medical  workers  during  the 
orientation  process.  TPL  subject  matter  is  organized  into  a 
resources  training  packet  which  was  updated  in  June  1989.  In 
addition,  a  Third  Party  Resources  Guidebook  is  available  to  all 
staff  with  information  specifically  regarding  TPL  resources 
available  to  Medicaid  recipients.  These  include  liability 
insurances,  Veteran's  benefits,  CHAMPUS  benefits,  prepaid  health 
plans,  and  workers  compensation. 

The  Guide  serves  as  a  quick  and  handy  reference  which  explains 
what  the  worker  is  to  do  with  the  information  obtained.  It  also 
lists  references  as  to  whom  the  assistance  worker  should  contact 
for  answers  to  any  questions  which  may  arise.  Retraining  of 
workers  is  conducted  as  required,  but  not  according  to  any  fixed 
schedule. 

PENNSYLVANIA 

Training  Coordinator; 

Tom  White,  Chief 
TPL  Section 
Room  111 
P.  0.  Box  2675 

Harrisburgh,  Pennsylvania  17105 
(717)  782-6253 

Pennsylvania's  "TPL  Resource  Guide"  was  developed  to  assist  the 
Income  Maintenance  Worker  in  identifying  and  recording  TPL 
medical  resources. 

The  first  part  of  the  guide  lists  several  eligibility  situations 
that  are  commonly  encountered.  For  each  of  these  situations, 
question  areas  are  identified  that  could  indicate  the  presence 
of  third  party  medical  resources  (TPR) .  The  type  of  potential 
TPR  is  also  listed. 

The  second  part  of  the  guide  instructs  the  income  maintenance 
worker  on  medical  resources  such  as  Medicare,  Blue  Cross,  and 
Blue  Shield,  CHAMPUS,  private  carriers,  unlisted  carriers, 
casualty  and  patient  pay  situations.  Each  group  is  described 
briefly.  Included  in  this  training  is  the  necessary 
documentation  for  TPR  recording,  followed  by  the  appropriate  TPR 
codes  for  that  group. 

The  "TPL  Resource  Guide"  is  used  as  a  reference  during  the 
eligibility  determination  process. 
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SECTION  IV 
STATE     TPL  TRAINING 


Medical    As  & 1 stance 

and 

Tlilxrcl    Feiart-y    Liability  Leafl 


SECTION  IV  -  STATE  TPL  TRAINING  #2 


"Medical  Assistance  and  *  ILLINOIS 

Third  Party  Liability"  Leaflet 

The  Illinois  Department  of  Public  Aid  gives  the  attached  leaflet 
to  applicants  for  and  recipients  of  Medical  Assistance.  The 
leaflet  explains  the  TPL  provisions  and  how  those  provisions 
impact  upon  the  Medicaid  recipient.  For  further  information, 
please  contact: 

Ron  Lowder 

Illinois  Department  of  Public  Aid 
TPL  Section 

100  South  Grand  Avenue  East 
Springfield,  Illinois  62762 
(217)  782-6765 
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< 

MEDICAL  ASSISTANCE  AND  THIRD 
PARTY  LIABILITY 

What  Is  Third  Party  Liability? 

A  third  party  is  any  person,  insurance  company,  or- 
ganization or  program  lhat  has  or  may  have  a  re- 
sponsibility or  liability  to  pay  all  or  part  of  the  cost  of 

your  medical  care. 

The  Medical  Assistance  Program  pays  to;  most 
medical  care  costs  when  the  care  is  not  covered  by  a 
third  parly  or  when  the  third  party  will  not  pay  the 
cost  ol  care  up  to  Department  standards.  The  Green 
Card  covers  medical  costs  when  no  one  else  is  le- 
gally responsible  and  able  to  pay.  Some  third  party 
rosoucos  are 

1  Medicare 

2  Railroad  retirement  and  other  retirement  pen- 
sion plans  which  provide  health  insurance  cov- 
erage 

3  Health  insurance  policies  such  as: 

•  private  health  insurance  -  an  individual  policy 
contract  between  a  person  and  an  insurance 

company, 

•  group  health  insurance  •  coverage  lor  persons 
through  an  organization  such  as  an  employer, 
union,  or  Iraternal  or  veteran's  organization, 
or 

•  private  or  group  health  insurance  carried  by 
an  absent  parent,  step-parent  or  grandparent 

4  Workers'  compensation:  insurance  coverage 
provided  by  an  employer  for  work-related  in- 
juries 

5  CHAMPUS  (Civilian  Health  and  Medical  Pro- 
gram ol  the  Uniformed  Services):  medical  cov- 
erage lor  dependents  of  uniformed  service  per- 
sonnel 

« 

6  Court  orders  requiring  a  separated  or  divorced 
parent  to  provide  health  insurance  or  to  pay 
medical  costs  for  a  dependent 

It  you  think  you  may  qualify  for  a  third  party  re- 
source that  you  are  not  receiving,  ask  your  case- 
worker where  to  apply. 


ASSIGNMENT  Of  MEDICAL  SUPPORT  AND 
AGREEMENT  TO  COOPERATE 

Illinois  law  provides  that  by  applying  for  assistance, 
you  assign  to  the  Department  of  Public  Aid  your 
rights  to  medical  support  and  payments  for  medical 
t  caret  You  also  assign  the  rights  of  other  persons  for 
whom  you  are  applying.  The  assignment  means  the 


Department  may  keep  medical  support  and  pay- 
ments for  which  you  qualify  as  reimbursement  for 
medical  assistance  paid  on  your  behalf.  The  assign- 
ment lasts  for  the  period  of  lime  that  you  receive 
assistance. 

The  agreement  to  cooperate  means  that  you  must: 

•  supply  necessary  information  about  your 
third  party  resources. 

•  obtain  free  health  insurance  coverage  if  it  is 
provided  by  your  employer  or  union  for  your- 
self and/or  your  dependents,  and 

•  turn  over  to  the  Department  payments  that 
you  receive  for  medical  care. 

If  you  lail  to  cooperate,  you  will  not  be  eligible  lor 

medical  assistance 

You  may  also  be  required  to  cooperate  with  the 
Child  Support  Enforcement  Program  and  to  estab- 
lish paternity  for  a  dependent  child,  when  neces- 
sary. II  you  fail  to  meet  these  cooperation  require- 
ments, you  will  not  be  eligible  for  cash  or  medical 
assistance. 

Other  persons  are  not  affected  if  you  do  not  cooper- 
ate. Let  your  caseworker  know  if  you  have  a  good 
reason  for  not  cooperating. 


YOUR  RESPONSIBILITIES 

In  addition  to  cooperating  with  the  Department, 
you  are  to  give  hospitals,  doctors,  clinics  and  other 
providers  of  medical  services  information  that  they 
need  to  bill  your  third  party  resources.  All  resources 
that  may  caver  your  medical  care  must  be  billed  to 
see  if  they  will  pay  before  the  Department  will 
pay.  Report  changes  in  your  third  party  resources 
and  in  the  persons  who  are  covered  so  Public  Aid 
knows  who  should  be  billed  for  your  medical  ex- 
penses. 

THE  DEPARTMENT'S  RIGHT 

Sometimes  Public  Aid  pays  a  medical  bill  that  a  third 
party  should  have  paid.  When  this  happens,  the  De- 
partment has  the  right,  by  law.  to  collect  its  payment 
from  the  third  party.  The  Departmer>*  (toes  not  need 
your  consent  to  get  this  payment. 


SECTION  IV 
STATE     TPL  TRAINING 

State    TPL    Tra lnlnq  Videos 


SECTION  IV  -  ST/.TE  TPL  TRAINING  #3 


STATE  TPL  TRAINING  VIDEOS  *  CALIFORNIA 

*  NEW  YORK 

*  OREGON 

The  States  of  Oregon,  California,  and  New  York  have  videos  used 
in  training  eligibility  workers.  Training  manuals /materials 
which  complement  the  videos  have  also  been  developed.  For 
further  information,  please  contact: 

Gerald  B.  Rohlfes 
Department  of  Health  Services 
Recovery  Branch,  Suite  201 
1250  Sutterville  Road 
Sacramento,  CA  95822 
(916)  445-0416 

Kenneth  Buzzard 

Department  of  Social  Services 

Third  Party  Resources 

P.  0.  Box  1935 

Albany,  New  York  12201 

(518)  474-9193 

Steven  Cloud 

Adult  and  Family  Services  Division 
Recovery  Services  Section 
Public  Service  Building,  Room  400 
Salem,  Oregon  97310 
(503)  378-3729 
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STATE     TPL  FORMS 


SECTION  V  -  STATE  TPL  FORMS 


ALABAMA 

ARKANSAS 
**  CALIFORNIA 
**  COLORADO 

FLORIDA 
**  ILLINOIS 

INDIANA 


**  IOWA 


**  TENNESSEE 
**  TEXAS 


**  MINNESOTA 
**  NEW  JERSEY 
**  OREGON 


Abstract  -  A  critical  phase  in  the  cost  avoidance  of  claims 
and  recovery  of  Medicaid  payments  is  the  up  front 
identification  of  liable  third  party  resources.  Indeed, 
the  ultimate  success  of  any  TPL  program  and  the  reduction 
of  Medicaid  expenditures  rests  on  the  determination  of  a 
client's  medical  coverage  beyond  Medicaid.  A  State's 
systematic  approach  to  the  identification  of  TPL  is  a 
mandatory  prerequisite  to  TPL  program  success.  This 
systematic  approach  entails,  as  an  initial  step,  the 
Medicaid  caseworker's  determination  of  possible  TPL  coverage 
during  the  eligibility  or  redetermination  of  the  eligibility 
process.  To  facilitate  this  approach,  States  have  developed 
and  utilized  various  forms  to  identify  and  document  third 
party  resources.  TPL  forms  in  this  section  are 
representative  of  forms  provided  by  many  States.  Although 
not  all  inclusive,  we  believe  the  forms  in  this  section 
represent  good  examples  of  those  which  are  being  used  to 
capture  third  party  resource  information  or  to  notify 
recipients  of  their  responsibilities  of  reporting  third 
party  resources. 

The  categories  of  the  forms  are  as  stated  below.  Not  each 
State  is  represented  in  each  section. 

1.  Medicaid  TPL  Intake 

2.  Followup/TPL  Identification 

3.  Followup/TPL  Identification  Resulting  from  Data  Match 

4 .  Casualty  and  Accident  Questionnaires 

5.  Medical  Assistance  Termination  Notice 

6.  IV-D/TPL  Inquiry 

7 .  Health  Insurance  Premium 

8.  Notice  to  Recipients 
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SECTION  V 
STATE     TPL  FORMS 

X  -     Medicaid    TPL  Intake 


ALABAMA  MEDICAID  AGENCY 
This  form  is  completed  for  nursing  home  applicants/recipients 


(Point  of  Eligibility! 
District  Office  Number 


MEDICAL  INSURANCE: 

Do  you  have  Medicare  (Social  Security  Health  Insurance)?    □  Yes      .□  No 

What  is  your  Medicare  Number?  

What  is  your  Medicaid  Number?  ■ 

Do  you  have  any  other  health  or  accident  insurance  policies?    O  Yes       G  No 

(This  includes  any  accident  cancer,  group,  indemnity.  C*  or  other  health  insurance) 

H  Yes,  do  you.  the  applicant  pay  the  premium?    □  Yes      □  No 

■  * 

If  you  have  insurance  which  may  cover  any  of  your  expenses,  you  must  furnish  insurance  information  to  Alabama  Medicaid  Agency 
(DO  NOT  list  Medicare,  life  or  burial  insurance). 


Health  Insurance  Co. 
Name  and  Address 


t. 


Policy  Number 


Premium  Amount 


How  often  is  premium  paid?  . 


Policy  Number 


NsWtsf)      ^••sCV  I 


Premium  Amount 


How  often  is  premium  paid?  . 


Policy  Number 


Premium  Amount 


How  often  is  premium  paid? 


Policy  Number 


Premium  Amount 


How  often  is  premium  paid?  . 


If  Group  Health  Insurance.  Employer  Name  and  Address 


Policy  Number 


Premium  Amount 


How  often  is  premium  paid?  . 


Group  Number 


Premium  Amount 


How  often  is  premium  paid?  . 


List  only  family  members  covered  by  above  insurance  who  are  also  eligible  for  Medicaid: 
Name  Company  and  Policy  Number 


Medicaid  Number 
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Pa 


ARKANSAS  SOCIAL  SERVICES  DIVISION 
THIRD  PARTY  RESOURCE  WORKSHEET 


CASEHEAO  CASE  NUMBER 


ADDRESS  SOCIAL  SECURITY  NUMBER 


INSTRUCTIONS 

Please  read  the  questions  below  and  see  if  they  apply  to  your  client.  Answers  should  be  printed  in  blanks  or  applicable 
answers  checked. 

1.     Is  any  case  member:    □  Blind    □  Disabled    □  Over  65    □  Chronic  Kidney  Disease  Patient 

Are  they  enrolled  in:       □   Medicare  A  and/or  B      Name(s)   .  


2.     Is  any  case  member  covered  by  PRIVATE  HEALTH  INSURANCE?  If  so.  complete  the  following:  * 

Case  Member  Names   —  

Company  Name:  —  

Address   


Policy  Numbers- 


(Group  No.)  (Individual  No.) 

Is  arty  case  member  WORKING  or  a  member  of  a  LABOR  UNION?  If  so.  complete  the  following:  * 

Name    Employer/Union  

Address  of  Employer /Union:  


Is  any  case  member,  parent,  absent  parent,  or  spouse  in  the  MILITARY?  If  so,  complete  the  following- 
Name  of  Case  Member  Social  Security  Number 

Address  and  Branch  of  Service-  — .  

If  there  is  a  divorce  or  separation  involved  in  this  case,  does  the  agreement  or  any  court  order  require. 
□   Payments  for  Medical  Care  □   Payments  for  Health  Insurance 

Is  health  insurance  available  through  absent  parent? 

Name:    


Insurance  Company: 
Address:  


Policy  Numbers: 


(Group  No.)                                             (Individual  No  ) 
Has  any  case  member  been  in  an  ACCIDENT  requiring  medical  care?  If  so.  Name   


Acc  dent  Occurred  □  SCHOOL  □  WORK  □  PRIVATE  PROPERTY  □  AUTO  □  COMMERCIAL  PROPERTY 
□  CTHER 

7.      Do  you  have  ADDITIONAL  INFORMATION  which  might  help  identify  THIRD  PARTY  LIABILITY? 


"Use  add'tionai  form  for  more  thBn  oie  policy  or  working  case  member 
SS  662|12'81)  160 


ARKANSAS    INSTRUCTIONS  FOR 

THIRD  PARTY  RESOURCE  WORKSHEET 
PURPOSE. 

••  >..rh  ■<  he»lth  insurance,  which  could  be  used  to  pav 
Often  client,  eligible  for  Medice.d  h.v.  .  "third  party  r^ourc.  .uch  ..  health 
medical  Wis  in  place  of  Medicaid 

 •^~sxs^sr"'MW' — — " 

record  this  date  for  use  by  the  Medical  Assistance  Sect.on. 

COMPLETION 

,.     UM  this  form  whan  any  client  (naw  or  revaluation)  qualifies  for  Madicaid. 

2     You  may  read  or  paraphrase  the  questions. 

■  ik«  w.nfc«  nrovioad  ff  there  is  no  information,  leave  the  space  blank. 

3.  Record  only  affirmative  answers  in  the  blanks  prov»ded.  n  tnere 

4.  Attach  to  case  record. 

5.  Supervisor:  Route  only  if  any  affirmative  answers  provided. 

ROUTING 

When  completed,  sand  to: 

Medical  Assistance  •  TPL 
6th  Floor  _ 
Blue  Cross  Blue  Shield  Building 
Little  Rock.  Arkansas 

If  the  client  provides  all  negative  responses 
DO  NOT  return  or  retein  the  form. 
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Recipient  Health  Resource  Information 
Medical  Assistance  Program 


FORM  MS-10 

 PLEASE  PRINT— FOR  MICROFILMING.  FORM  MUST  BE  FILLED  OUT  IN  BLACK  INK— DO  NOT  WRITE  IN  SHADED  AREAS 

 IDENTIFYING  INFORMATION  

r  CASE  NAME  (Last.  First) 


2.  HOUSEHOLD  NUMBER 

3.  RESOURCE  TYPE— STATE  USE  ONLY 

4.  CASE  ACTION 

1        1        1        1        1        1  1 

1        1  1 

O  1—  Auto  Insurance 

D  2— HMMl  Insurance 

D  3— Workmen's  Compensation 

□ 

5 — Other  Insurano*  . 

..  ,i>  as- 

□  A-Add 

COUNTY  BASIC 

SUFFIX 

□ 

ft— Parent's  Health  Insurance 

.*  •   -:.ts~'-\  V-"-** 

;..f- 

□  D — D  9  late 
D  C — Chang* 

HEALTH  INSURANCE  INFORMATION 


5.  POLICYHOLDER  NAME  (Laal.  Fim)  AND  ADDRESS  (Street.  City.  Slat*.  Zip  Cod*) 


8.  CARRIER  10  NUMBER 

7  POLICY  NUMBER 

8   GROUP  NUMBER 

9  COVERAGE  BEGIN  OATE 

COVERAGE  END  DATE 

Month  Day 

Year 

1  1 

Month  Oay 

l        1         l        1  l 

Y*ar 

1 

10  INSURANCE  COMPANY  NAME 


11  ADDRESS  FOR  SUBMISSION  OF  CLAIMS 

12  EMPLO"ER/GROUPHOL0ER  NAME  AND  ADOORESS  (Street.  City,  Stat*.  Zip  Code! 


13  RELATIONSHIP  CODES  -  ENTER  COOE  NUMBER  IN  BOX 

1-SELF      2— SPOUSE      3— SON      4— DAUGHTER      5— OTHER 
First  and  last  name,  relationship  cod*,  and  matching  Stat*  ID  numb*rs 
ot  covered  household  members 

E. 

NAME 

CODE  1 
□    1  , 

STATE  I  D. 

1        1        1        1  1 

NAME 

A. 

CODE  1 
□  1,1 

STATE  1.0. 
1        i        1  1 

F. 

CODE  1 
□    1  , 



B. 

CODE  1 
□    1         1  I 

1        1        1  1 

G. 

REL. 
CODE  1 

□    1  1 



C. 

CODE  1 
□    I  I 

1        1        1  1 

H. 

REL. 
CODE  1 

□    1  1 

1        1        1        1  1 

D. 

□    1  1 

1        1        1  1 

1. 

REL. 
CODE  1 

□    1  1 

1        1        1        1  1 

14.  COVERAGE  -  STATE  USE  ONLY 


□  06— Inpatient  □  15—  Outpatient  □  2S— Int.  Nursing        □  35—  Practitioner     □  SO — Transportation  Q  60 — FP  □  90—  Oental 

O  10— Inp  Psych.         D  20— Skilled  Nursing     □  30—  Home  Health      □  46—  Lab  &  X-ray    D  55—  Drugs  □  70— Supplles/DME    □  9S— Prectittooer/Pjych 


AUTOMOBILE  LIABILITY  INSURANCE  INFORMATION 


15.  POLICYHOLDER  NAME  (Ust.  First)  AND  AOORESS 
(Street.  City.  State.  Zip  Code) 

16.   INSURANCE  COMPANY  NAME  ANO  ADORESS 
(Street.  City.  State.  Zip  Code) 

17.  CASE  ACTION 

□  A— Add 

□  0— Delete 
D  C— Change 

18  STATE  I  D  NUMBER 

I        I        I        I        I  I 

19   STATE  I  D  NUMBER 

I        I         I        I        I  I 

20.  POLICY  OR  CONTRACT  NUMBER 

21.  CARRIER  I  D.  NUMBER 

22.  COVERAGE  BEGIN  DATE                                     COVERAGE  END  DATE 

Month          Day            Year                                 Month           Oay  Year 

1,1,1,1           ,  1,1,1,1 

SEND  WHITE  COPY  TO: 

Colorado  Department  ol  Social  Services 
Division  ol  Medical  Assistance 
Appeals  and  Recovery  Section 
1575  Sherman  Street 

Denver.  Colorado  60203 


RETAIN  CANARY  COPY/Case  Record 


FORM  NO  10046  (REV  5-67) 


162 


STATE  OF  COLORADO  •   DEPARTMENT  OF  SOCIAL  SERVICES 

Third  Party  .'Subsystem  Carrier  File  Date 


Action 
Cod. 

2 

Carrier  Identification 


3     4     5     6     7  8 


Card 

a  ■ 

i 

 Carrier  Name 


9 

 Carrier  Street 


39 


Card 
Code 

s 

1 

 Carrier  Office  Suite 


9 

 Carrier  City 


31 

Carrier 
State 

ID 

46 

Carrier  Zip  Code 


48 


Carrier  Telephone 


53 

Carrier  Telephone 
Extension 


63 

Carrier  Filing  Limit 


67 
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FORM  NO  10060  (REV-  8-871 


STATE  OF  FLORIDA 

DEPARTMENT  OF  HEALTH  AND  REHABILITATIVE  SERVICES 

Medcal  Reiourcee  Documentation  (SunCom  278-2495) 

1317  Wrwwood  BM  .  BUg  3.  Rm  405.  Tallahassee.  Ft  32399-0700 


A.  PAYEE  INFORMATION: 


1  LAST  NAME 


2  FIRST  NAME 


3  Ml 


4  SEX       5  SOCIAL  SECURITY  NUMBER 


6  CASE  NUMBER 

7  MEDICAID  NUMBER 

8DIST 

9CNTY. 

10  UNIT 

11  PROQ. 

12  ACTION  CODE 

C.  ABSENT  PARENT  INFORMATION: 


B.  CASE  TYPE  13  (cfteck  tyoel 


AFDC 

PMA 

FC 

Intrastate 

MAO 

Interstate 

Date  Public  Assistance  Cancelled 

14  LAST  NAME 

15  FIRST  NAME 

16  Ml 

17  SSN 

18  RESIDENCE  ADDRESS 

19  MAKJNG  ADORE  SS.  *  Different 

20  EMPLOYER 

21  EMPLOYER'S  ADDRESS 

D.  INSURANCE  INFORMATION: 


22  CARRIER  CODE 


23  POLICY  NUMBER 


24  POLICY  EFFECTIVE  DATES 

z  z 


FROM 


TO 


25  NAME  OF  INSURANCE  COMPANY 


26  ADDRESS  OF  CLAIMS  OFFICE 


27  CITY 


28  ST     29  ZIP 


30  CHECK  TYPE  BENEFITS 


30A 


 1.  Basic  Hospital  Coverage 

 2.  Basic  Medical 

 3.  Basic  Surgical 

 4.  Basic  Hc«pital/Medical/Surgical 

 5.  Hospital  Indemnity 

 B.  Major  Medical 


7.  Accident  Only  (non-Auto) 

,  8.  Automobile 

,  8.  Motorcycle  —  Passenger  Accident 

.  10.  Specified  Disease  -  Cancer 

.  1 1.  Specified  Disease  -  Heart 

.  12.  Medicare  Supplement 


13.  Nursing  Home  Supplement 

14.  Health  Maintenance  Org.  (HMO) 

15.  Dental 

16.  CHAMPUS  or  CHAMP VA 

17.  Labor  Union  Trust  /Welfare  Plans 

18.  Continuous  Care  Contracts 


32  EMPLOYER  OR  GROUP  MAINTAINING  COVERAGE 

33  GROUP  NUMBER 

34  GROUP  ADDRESS 

35  CITY 

36  ST 

37  ZIP 

38  WHERE  ARE  CLAIMS  FLED?                                     Employer/Group    (_l                 haurance  Cornoany  I_J 

F.  IS  ABOVE  LISTED  PAYEE  POLICYHOLDER?                                      39  YES  \ 

NO 

|      F  NO.  COMPLETE  FOLLOWING: 

40  POLICYHOLDER  LAST  NAME 

41  FIRST  NAME 

42  Ml 

43  SOCIAL  SECURITY  NUMBER 

44  POLICYHOLDER'S  ADDRESS 

45  CITY 

46  ST 

47  ZIP 

48  LAST  NAME 

49  FIRST 

50  Ml 

51  RELATION  CODE 

52  MEMBER  NO 

53  SOCIAL  SECURITY  NUMBER 

H.  COMMENTS: 
Distribution  of  Coptec 


54 


V**TE-M«dc*d  Thru  Perry 
YELLOW-Ciiewortier 
MRS  Form  12BM.  Sac  SS  IRaolaow  Jul  SO  «Xxm) 
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55  Guvwonuv  i  Sonature  and  Phone  Number 


56  Date  Sgned 


FLORIDA 


HRSR  55-10 


INSTRUCTIONS  FOR  COMPLETING  HRS  FORM  1293 
MEDICAL  RESOURCES  DOCUMENTATION  FORM 

1.  This  form  must  be  completed  by  the  caseworker  during 
eligibility  determination  and  re-determination  when  a  client 
eligible  for  Medicaid  is  covered  by  an  insurance  policy  covering 
sickness,  disease  or  injury.     If  more  than  one  policy  covers  an 
individual,  a  separate  form  must  be  completed  for  each  policy. 
Do  not  complete  the  form  if  the  client  has  Medicare  coverage 
only;  the  form  is  not  intended  to  place  Medicare  coverage 
information  on  the  Third  Party  File.     Medicare  information  is 
obtained  from  Bendex. 

NOTE:     This  form  is  not  be  be  completed  for  SSI  cases  placed  on 
the  eligibility  file.    Remember  that  the  data  supplied  on  the 
form  will  be  printed  on  the  recipient's  Medicaid  ID  card  and  used 
by  medical  providers  to  bill  insurance  companies. 

2.  HRS  Form  1293  is  a  2-part  form:     Form  1293-A  and  Form  1293-B. 
The  forms  are  identical  as  to  information  contained  on  the  form 
but  are  used  in  different  circumstances: 

a.  HRS  FORM  1293-A  is  a  2  part  NCR  form  which  is  to  be  used 
when  the  caseworker  is  documenting  a  particular  health  or 
accident  insurance  policy  for  the  first  time. 

b.  HRS  FORM  1293  B  is  the  computer  printed  turnaround 
document.     The  Medicaid  Third  Party  Unit  in  Tallahassee 
inputs  into  the  Third  Party  Liability  System  information 
received  on  the  HRS  Form  1293-A.     The  computer  printed 
HRS  Form  1293-B  is  returned  to  the  District  to  be  filed 
in  the  case  file  after  verification  of  the  information 
with  the  insurance  company.     Caseworkers  should  indicate 
any  changes  to  a  policy  by  lining  out  incorrect  infor- 
mation and  writing  in  new  information  in  red  or  blue  ink 
on  the  HRS  Form  1293-B  itself  and  forward  it  to  the 
Medicaid  Third  Party  Unit.     After  verification  of  the 
information,  a  new  1293-B  will  be  returned  to  the 
District  caseworker. 

3.  Fill  out  the  form  as  completely  as  possible.  Detailed 
instructions  follow  #7. 

4.  The  information  should  be  printed  in  red  or  blue  ink  or  typed 
(Form  1293A) . 

5.  Forward  completed  original  Form  1293-A  or  1293-B  with 
corrections  and  updates  to: 
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FLORIDA 


Department  of  Health  and  Rehabilitative  Services 
ASFMAG,  Medicaid  Third  Party  Recovery  Unit 
1317  Winewood  Boulevard 
Building  3,  Room  405 
Tallahassee,  FL  32399-0700. 

6.  Caseworkers  can  obtain  the  1293A  Forms  through  the  district 
supply  center.    Districts  can  order  the  forms,  as  necessary, 
through  Jacksonville  warehouse  (ASCAGJ) . 

7.  Detailed  Instructions  for  Completing  HRS  Form  1293  by  item 
number  as  follows: 

SECTION  A         PAYEE  INFORMATION 

Items  1-3         LAST  NAME,   FIRST  NAME,  MIDDLE  INITIAL  -  Enter 

name  of  individual  to  whom  AFDC  grant  award  is  made 
or  a  MIC  is  issued  (same  as  Item  11  on  the  Public 
Assistance  Client  Eligibility  System  (PACE);  Grant 
Payee  Name  -  individual  to  whom  AFDC  warrant  or  MIC 
is  mailed) . 

SEX  -  enter  M  for  male  and  F  for  female  for  sex 
of  individual  in  Items  1-3. 

SSN  -  Enter  Social  Security  Number  for  the 
individual  in  Items  1-3. 

CASE  NUMBER  -  Do  not  complete. 

MEDICAID  NUMBER  -  10  position  numeric  code. 
Enter  Medicaid  Number  for  individual  in  Items  1-3. 

DIST.  -  District  Number  -  2  position  numeric  code 
or  2  position  numeric  code  with  1  position  alpha 
code.     For  example  -  DISTRICT  1  «  "01"  DISTRICT  11  - 
"11"  -  DISTRICT  2A  =  2A. 

CNTY  -  County  Code.     2  position  numeric  code. 
Enter  code  for  county  of  location.     Same  as  Item  12 
on  the  PACE.     Refer  to  PACE  manual  for  table  of 
county  codes. 

Item  10  UNIT  -  For  future  use.     Do  not  complete. 

Item  11  PROG.  -  3  position  alpha-numeric  code.     The  first 

position  is  alpha,  the  second  and  third  are  numeric. 
The  alpha  position  identifies  the  category  of  aid, 
the  numeric  positions  identify  the  specific  program. 
Same  as  Item  34  on  the  PACE.     Refer  to  PACE  Manual 
for  table  of  program  codes. 


Item  4 

Item  5 

Item  6 
Item  7 

Item  8 
Item  9 
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Item  12  ACTION  CODE  -  1  position  alpha  code:  A  > 

Addition,  C  »  Change,  and  D  *  Deletion. 

A  »  Addition  -  Enter  "A"  when: 

1.  a  new  case  or  individual  recipient  is  being  added  to 
the  Recipient  Eligibility  File  for  the  first  time 
and  insurance  coverage  was  not  previously  reported 
on  this  form. 

2.  a  recipient  in  an  active  case  acquires  insurance  or 
new  insurance  for  the  first  time. 

3.  a  case  is  being  reapproved  after  a  period  of  more 
than  24  months  and  third  party  coverage  is  present. 

C  ■  Change  -  Enter  "C"  when: 

1.  original  information  documented  is  updated  or 
corrected.    Such  changes  should  be  made  directly  on 
HRS  Form  129 3-B,  the  computer  turnaround  document  by 
lining  out  the  incorrect  information  and  writing  the 
updated  information  in  red  or  blue  ink.    If  there 
are  no  changes  to  an  insurance  policy  already 
documented,  there  is  no  need  to  take  action  to 
update  the  HRS  Form  1293-B .    Examples  of  changes 
include,  but  are  not  limited  to: 

a.  an  individual  is  dropped  from  policy.    Line  out 
the  individual  dropped. 

b.  an  individual  is  added  to  a  policy.    Print  the 
added  individual's  name. 

NOTE  -  Do  not  line  out  an  individual  who  loses  Medicaid 
eligibility  but  is  still  covered  by  the  policy  since 
Medicaid  will  still  pay  claims  for  services  provided 
during  eligibility  but    received  after  eligibility  is 
terminated.    This  form  is  to  be  used  only  to  indicate 
changes  to  insurance  policies,  not  to  Medicaid 
eligibility. 

2.  special  situation  -  a  recipient  in  an  active  case 
acquires  an  additional  insurance  policy  (use  Form 
1293-A  and  Action  Code  C  in  this  case). 

D  ■  Deletions  -  USE  ONLY  IF  ADVISED  BY  RECIPIENT  THAT 
INSURANCE  POLICY  HAS  BEEN  TERMINATED  AND  INCLUDE  THE  DATS 
THE  POLICY  WAS  TERMINATED.     ELIGIBILITY  WORKERS  MUST  NOT 
ACT  ON  DELETIONS  OTHER  THAN  FORWARDING  THE  INFORMATION  TO 
THE  THIRD  PARTY  RECOVERY  UNIT. 
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An  individual  is  deleted  from  the  Insurance  Resource  File 
when  the  individual  loses  Medicaid  eligibility  for  24 
consecutive  months.    This  information  is  obtained  by  the 
Medicaid  Third  Party  Unit  from  reports  produced  from  the 
Recipient  Eligibility  File. 

SECTION  B        TO  BE  COMPUTER  GENERATED   (VIA  HRS  FORM  860)  BY 
CHILD  SUPPORT  ENFORCEMENT  (OPCSE)  - 
CASE  TYPE  -  Mark  appropriate  box  for: 

AFDC  -  Aid  to  Families  with  Dependent  Children 

FC      -  Foster  Care 

MAO    -  Medical  Assistance  Only 

PMA    -  Public  Medical  Assistance 

Intrastate 

Interstate 

also  enter  the  date  Public  Assistance  was  cancelled 
by  using  a  numeric  code  for  month,  date  and  year. 
Example,  September  11,  1986  would  be  09/11/86. 

SECTION  C        ABSENT  PARENT  INFORMATION  -  TO  BE  COMPLETED  BY  OHILD 
SUPPORT  ENFORCEMENT   (OPCSE) . 

Items  14-        LAST  NAME,  FIRST  NAME,  MIDDLE  INITIAL  -  Enter  name 
16         of  absent  parent. 

Item  17  SSN  -  Enter  Social  Security  Number  of  absent  parent. 

Item  18  RESIDENCE  ADDRESS  -  Enter  house,  apartment  or  lot 

number,  street,  city,  state  and  zip  code  of  absent 
parent. 

Item  19  MAILING  ADDRESS  -  Enter  mailing  address  of  absent 

parent  only  if  different  from  residence  address.  If 
mail  is  sent  in  care  of  another  individual,  note 
that  under  Section  H  -  Comments.    Example  *  Section 
C- I tern  19  is  c/o  Mr.  John  D.  Doe. 

Item  20  EMPLOYER  -  Enter  name  of  absent  parent's  employer. 

Item  21  EMPLOYER'S  ADDRESS  -  Enter  address  of  absent 

parent's  employer. 

PLEASE  NOTE;     COURT-ORDERED  ABSENT  PARENT. 
Determine  if  a  court  order  exists  which  mandates 
that  the  absent  parent  maintain  insurance  coverage 
for  his/her  dependents.    Indicate  this  in 
Section  H  -  Comments.     If  details  of  policy  are 
not  known,  complete  Section  C  (boxes  14  through  21). 
Write  comments  as  necessary  in  Section  H.     rf  the 
name  and  address  of  the  employer  are  not  known, 
complete  all  of  Section  C  which  is  known. 
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If  details  of  the  policy  are  known,  complete  Section  C 
and  check  the  appropriate  box(es)  for  the  type  of 
benefits  available  (Section  D,  No.  30). 


SECTION  D 
Item  22 

Item  23 


Item  24 


Item  25 


Item  26 


Item  30 


INSURANCE  INFORMATION 

CARRIER  CODE  -  5  position  numeric  code.    To  be 
completed  by  Medicaid  Third  Party  Unit  (ASFMAG) . 

POLICY  NUMBER  -  Enter  policy  number,  including  any 
suffix  or  prefix.    Should  the  number  exceed  15 
digits,  enter  the  last  15  digits  rather  than  the 
first  15  digits  (i.e.  digits  to  be  dropped  should  be 
those  at  the  beginning  rather  than  the  end  of  the 
policy  number) . 

POLICY  EFFECTIVE  DATES  -  Enter  the  date  policy 
begins  and  expires  by  using  a  numeric  code  for  day, 
month,  and  year.    Example,  enter  05/25/86  -  05/25/87 
for  a  policy  effective  from  May  25,  1986  through 
May  25,  1987.     If  the  policy  indicates  it  is 
"continuous  until  cancelled,  enter  "999999". 

NAME  OF  INSURANCE  COMPANY.    Enter  full  and  complete 
name  of  Insurance  Company.    Abbreviating  Ins.  for 
Insurance  and  Co.  for  company  is  acceptable. 
NOTE  -  there  are  over  100  companies  that  begin 
their  name  with  "American",  9  begin  their  name 
with  "Travelers",  9  with  "Hartford"  etc.     It  is 
very  important  that  you  provide  the  full  name. 

ADDRESS  OF  CLAIMS  OFFICE  -  Enter  the  full  address 
of  the  claim's  office  where  claims  for  that  policy 
would  be  filed.    If  a  third  party  such  as  an 
adjusting  firm  handles  all  claims  for  that  company, 
enter  the  address  in  items  26-29  and  enter  the  name 
of  the  business  in  Section  H.    Example  -  "Claims 
handled  by  Crawford  and  Company  at  address  in 
D26-29". 

CHECK  TYPE  BENEFITS.     Indicate  the  type(s)  of 
policy,  plan,  organization  which  provides  benefits. 
These  types  do  not  refer  to  Medicaid.     If  you  cannot 
determine  the  type  of  policy,  attach  a  copy  of  the 
front  page  of  the  policy  (if  available)  to  the 
Form  1293  submitted  to  the  Medicaid  Third  Party 
Unit. 

Basic  Hospial  Coverage  -  usually  includes  room  and 
board,  X-rays,  laboratory  tests  and  other  hospital 
expenses  while  confined  as  an  inpatient. 
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2.  Basic  Medical  Coverage  -  usually  includes 
in-hospital  medical  services,  consisting  of 
Physician's  services  rendered. 

3.  Basic  Surgical  -  includes  coverage  for  surgical 
procedures  and  endoscopic  procedures  including  pre- 
operative and  post-operative  care.    Usually  pays  a 
scheduled  limit  for  each  code  of  operative 
procedure. 

4.  Basic  Hospital/Medical/Surgical  -  usually  includes 
coverage  for  all  of  the  above  (1,  2  and  3)  in  one 
policy. 

5.  Hospital  Indemnity  -  provides  daily  benefits  for 
confinement  in  hospital  on  a  daily  basis  of  not  less 
than  §10.00  per  day.    Benefits  under  this  policy  are 
usually  made  payable  to  the  insured.  However, 
Florida  Statutes  provide  HRS  with  assignment  rights. 
Therefore,  HRS  has  full  legal  right  to  the  benefits 
of  the  policy. 

6.  Major  Medical  -  can  be  written  on  an  individual 
(family)  or  as  a  group  (employer)  basis.     It  usually 
covers  hospital,  medical  and  surgical  expenses  and 
usually  has  a  co-payment  and  deductible  which  are 
the  responsibility  of  the  insured. 

7.  Accident  Only  -  covers  for  death,  dismemberment, 
disability  or  hospital  and  medical  care  caused  by  an 
accident. 

8.  Automobile  -  three  types  of  coverage  are  available. 
These  coverages  will  be  determined  by  the  Third 
Party  Unit  during  the  verification  process.  Auto- 
mobile policies  sometimes  have  more  than  15  digits. 
Because  our  computer  file  cannot  hold  in  excess  of 
15  digits,  please  provide  only  the  last  15  digits 
rather  than  the  first  15  digits,  when  completing 
Item  23. 

♦PIP  of  Personal  Injury  Protection  (No-Fault 
insurance)  provides  80%  of  reasonable  expenses 
including  but  not  limited  to:    medical,  surgical. 
X-rays,  dental,  rehabilitative  services,  certain 
medical  supplies,  ambulance,  hospital  and  nursing 
services,  in  the  event  of  an  automobile  accident  or 
while  being  struck  as  a  pedestrian  or  bicyclist. 
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♦Uninsured  Motor ist/Under insured  Motorist  pays  for 
100%  of  the  services  above,  but  may  pay  additional 
benefits  net  paid  above.    Pays  when  a  covered  person 
is  hit  by  an  uninsured  motorist  (or  one  with  very 
low  limits  of  liability)  after  the  covered  person 
surpasses  certain  physical  criteria. 

♦Medical  Payments  pays  up  to  a  limit  of  benefits 
chosen;  usually  $500.00,  $1,000.00,  $2,000.00, 
$5,000.00.    Pays  for  necessary  medical  expenses  and 
ambulance  because  of  injury  caused  by  an  automobile 
accident  or  while  struck  as  a  pedestrian. 

9.      Motorcycle  -  Passenger  Accident  pays  similar 

benefits  to  PIP,  except  that  benefits  are  paid  100% 
up  to  a  specified  limit,  and  coverage  may  apply  for 
the  driver  only,  passenger  only,  or  both. 

10.  Specified  Disease  -  Cancer  covers  for  cancer  only, 
usually  with  a  deductible.    Pays  for  most  medical 
services  and  generally  accepted  treatments  for 
cancer  only.    These  policies  often  do  not  pay  for 
a  specimen  which  test  "benign". 

11.  Specified  Disease  -  Heart  covers  for  most  conditions 
of  heart  disease.    All  "heart"  claims  will  not  be 
covered.    Pays  most  medical  services,  however,  few 
policies  pay  for  transplants. 

12.  Medicare  Supplement  -  Part  A  covers  all  eligible 
expenses  for  hospital  not  paid  by  Medicare,  up  to  a 
limit.     Includes  deductible  and  coinsurance  for  room 
and  board,  general  nursing,  miscellaneous,  hospital 
services,  special  care  units,  drugs,  lab  tests, 
X-rays,  operating  and  recovery  rooms,  blood  and 
prosthesis.    Part  B  covers  services  of  a  physician, 
outpatient  hospital,  speech  therapist,  ambulance, 
physician  administered  test,  medical  supplies  other 
than  prescribed  medication  - 

13.  Nursing  Home  Supplement  usually  pays  a  stated 
amount  per  day  for  required  skilled  nursing  service 
furnished  immediately  following  an  inpatient  stay  in 
the  hospital.    Coverage  is  offered  for  daily  routine 
care,  however,  the  policies  are  generally  expensive. 

14.  Health  Maintenance  Organization  (HMO)   is  a  prepaid 
health  care  plan.     Usually  includes  similar  services 
as  a  major  medical,  but  usually  requires  a  small 
copayment  and  no  deductible.     May  also  include 
prescription  drugs,  vision  and  hearing,  psycho- 
logical and  nutritional  counseling. 
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15.  Dental  usually  pays  up  to  a  scheduled  limit  for  a 
variety  of  dental,  peridontal  and  surgical 
procedures. 

16.  CHAMPUS/CHAMPVA  -  CHAMPUS  (Civilian  Health  and 
Medical  Program  for  Uniformed  Services)  covers  a) 
family  members  of  active  duty  personnel  b)  retirees, 
their  spouses  and  unmarried  children  c)  unremarried 

t  Spouses  and  unmarried  children  of  active  duty  or 

retired  members  d)  spouses  and  unmarried  children  of 
reservists  who  are  ordered  to  active  duty  30  days  or 
longer  e)  unremarried  divorcees,  without  other 
health  coverage,  divorced  after  February  1,  1983, 
after  at  lest  20  years  of  marriage  to  a  service 
member  on  active  duty  during  those  20  years. 
CHAMPUS  shares  in  most  of  the  costs  of  care  from 
civilian  hospitals  and  doctors  when  care  is  not 
available  through  a  military  hospital  or  clinic. 
CHAMPVA  (Civilian  Health  and  Medical  Program  of  the 
Veteran's  Administration)  shares  the  medical  bills 
of  families  -and  survivors  of  certain  veterans. 
Examples  of  CHAMPVA  eligibility  are:    a)  spouse  or 
unmarried  child  of  veteran  with  total,  permanent 
disability  resulting  from  service  related  injury  b) 
spouse  or  unmarried  child  of  veteran  who  died  in 
line  of  duty. 

17.  Labor  Union  Trusts/Welfare  Plans  are  individually 
written  with  benefits  which  have  been  negotiated 
or  manuscripted  for  a  particular  labor  union  or 
employee  group  (such  as  IBM,  Mobile  Oil,  General 
Electric,  etc.).    Generally,  these  policies  provide 
greater  coverage  and  benefits  than  a  major  medical 
policy. 

18.  Continuing  Care  Contracts  -  provides  shelter,  food 
transportation  and  either  nursing  care  or  personal 
services  for  residents.    An  entrance  fee  is  usually 
charged  which  may  be  paid  initially  (Entry  Fee)  or 
monthly  (maintenance  fee) .     Residents  may  not  be 
evicted  because  of  their  inability  to  pay  until 
their  prescheduled  contractual  termination  date. 

Item  30A         COVERAGE  TYPE  CODE  -  Caseworkers,  do  not  write  in 
this  space.     This  space  is  to  be  used  by  the 
Medicaid  Third  Party  Unit" 
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sc 


1  CASE  LAST  NAME 


FIRST  NAME 


2  CASE  IDENTIFICATION  NUMBER 


A.  HEALTH  INSURANCE 


3.  INSURANCE  COMPANY  NAME 


4  TPLC 


It  POLICYHOLOER-LAST  NAME 


FIRST  NAME 


Ml       7  DATE  OF  BIRTH  >  SOCIAL  SECURITY  NUMBER 


*  ORP 

10.  OROUP  IOENT  NUMBER 

11  CERTIFICATE/POLICY  NUMBER 

12  BEGIN  OATE 

13  ENO  OATE 

3: 

It  NAME  OF  (EMPLOYER.  UNION.  GROUP) 

IT  ADDRESS  OF  (EMPLOYER.  UNION  OROUPI 

It  CITY 

ML  STATE 

SO  ZIP 

B.  INSURED  RECIPIENTS 


21 

22 

23. 

24 

23. 

; 

2t 

27 

2t. 

M. 

30. 

31 

33 

33. 

34. 

3t 

SB 

37. 

3t 

3t 

40 

41 

42 

43 

44 

43 

:  ' 

4t 

47 

4t 

4t 

SO 

§:; 

M- 

It. 

f 

32. 

33. 

84 

M 

'  / 

St  REMARKS: 


C.  GENERAL  INFORMATION 

37  LOCAL  OFFICE  USE  ONLY 


WORKER'S  NAME  

OATE   

PI  ORIGINAL     O  UPDATE 

OFR  COORDINATOR 

St  FAIL   PASS   UPDATE  

ROB          ADO          CMQ          DEL  . 

CIS          CHQ  OEL   


CENTRAL  OFFICE  USE  ONLY 

SI  FAIL    PASS   UPDATE  

ROB  AOO  CHO   OEL  

CIS          CMG   OEL  


St.  FAIL    PASS   UPOATE  

ROB          AOO  CMG          OEL  . 

CIS          CMG  OEL  


AUTHORIZATION  FOR  RELEASE  OF  INFORMATION 

59.  In  order  that  the  Department  may  make  correct  medical  payments  on  my  (our)  behalf.  I  hereby  authorize  any  health  insurance  com- 
pany, employer,  union  or  other  health  insurance  sponsor  to  make  available  to  the  Department  of  Public  Aid  or  any  properly  identified 
representative  of  said  Department  information  regarding:  benefit  coverages  or  payments  made  under  the  terms  of  my  (our)  health 
insurance  during  my  (our)  term  of  public  assistance  A  photocopy  of  this  authorization  shall  be  as  valid  as  the  original. 


19 


Signature 


Witness  to  S*gn*ture 


OPA  1442  (R-5-86) 


THIS  COTY  TO  TMIPJO  PAHTY  LIABILITY  tUflfAU  Of  COCLCCTtONal 
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HEALTH  INSURANCE  RESOURCE  REPORT 
INSTRUCTIONS  FOR  COMPLETION 

This  form  mull  be  completed  for  any  hMttn  insurr  nes  policy  which  pratridM  coverage  tors  client  and/or  members  of  hi  assistance  unit.  If  mm  it  mot*  than  on* 
policy  providing  eovenge.  *  separate  lorm  for  Men  pi  riicy  mini  bo  completed.  If  there  at*  more  than  seven  ra<asa*t*s.  c ceejaad, ,an  eooitionsi  lo^  mutt  bo  attached. 
When  supplying  any  new  Information  on  previouely  reported  coverage.  B  bmlt  aa  an  updata.  loHowIng  attachment  instructions,  and  Indicate  change  in  "REMARKS" 
Section.  Shaded  araaa  are  for  central  office  uaa  only. 

Section  A  -  Health  Insurance 

1.  Enter  case  nam*,  laat.  first  and  middle  initial. 

2.  Enter  13-dlgit  case  identification  number. 

3.  Enter  the  name  of  the  insurance  company. 

4  Enter  the  3-dlgit  insurance  company  cod*.  (Refer  to  Authorization  Handbook  item  »7»).  It  there  Is  no  code  listed,  enter  ON. 
a.  Enter  the  nem*  (last,  first  iTHddle  initial)  ol  the  Policyholder.  If  the  Caretaker  Relative  is  the  potlcyhotder.  enter  -a*x*M>~. 
7.  Enter  the  (-digit  btrthdste  of  the  Policyholder 
&  Enter  the  9-dtgit  Social  Security  Number  of  the  Policyholder. 

9.  Answer  Yes  or  No.  If  insurance  is  a  -group"  policy  enter  V  and  complete  Sox  10  through  Bos  13  end  Box  18  through  Boa  20. 

10  if  insurance  is  group,  enter  the  group  identit  reatton  number.  This  number  identifies  the  group  end  usually  appears  on  the  recipients  insurance  company  i  (identifi- 
cation card.  (It  insurance  is  individual,  leave  thts  box  blank  ) 

11.  Enter  the  certificate  or  policy  number. 

12.  Enter  the  (-digit  date  on  which  insurance  coverage  became  elfective.  if  known. 

13.  Enter  the  e-digit  data  on  which  insurance  coverage  has  lapsed,  if  known. 

16.  Enter  the  name  of  the  organization  (employer,  union,  group)  holding  the  group  policy. 

17.  through  20.  Enter  the  street  eddresa.  city,  state,  and  zip  code  of  the  employer,  union  or  group,  (work  location) 

Section  8  -  Insured  Recipients  -  This  section  provides  for  names  ofseven  members  of  the  aeewtanct  unit  who  ere  covered  under  terms  of  the  policy  listed  on 
mis  form,  Enter  only  assistance  unit  members  who  are  insured,  including  the  Caretaker  Relative,  if  insured. 

21.  Enter  the  first  name,  middle  initial,  end  last  name  of  the  insured  recipient. 

22.  Enter  tn«  (-digit  recipient  identification  number,  if  available. 

23.  Enter  the  (-digit  birthdate  of  the  recipient. 

24.  Enter  the  (-digit  date  on  which  insurance  became  effective. 
23.  Enter  the  (-digit  date  on  which  insurance  coverage  has  lapsed. 

28.  through  35.  Complete  ea  instructed  above,  lor  each  recipient  covered  under  this  policy. 

Section  C  -  General  information  -  Complete  eech  Item  as -instructed  below: 
98.  Enter  any  appropriate  remarks. 

57.  Enter  caseworker  name,  ceeelnerl  number  and  date. 

□  Original  -  check  (   )  this  bos  if  you  sre  submitting  mis  form  for  s  newly  approved  application,  a  reinstated  or  an  active  case  tor  which  ineurance  information  haa 
not  been  previously  reported. 

□  Update  -  check  (   )  this  box  if  form  is  submitted  to  change  or  correct  previously  submitted  Information,  or  it  case  is  re-instated  and  Insurance  coverage  previously 
reported,  is  still  in  force  Of  there  is  e  new  insurance,  using  a  photocopy  of  the  original  DPA  1442  and  following  update  instructions. 

The  OFR  Coordinator  or  designee  is  to  review  end  sign  on  line  provided 

58.  This  ssaion  is  tor  CENTRAL  OFFICE  USE  ONLY. 

39.  The  policyholder.  If  available,  should  sign  this  authorization  tor  release  of  Information. 

(REFER  TO  APPROPRIATE  MANUAL  CHAPTER  FOR  DETAILED  INSTRUCTIONS) 


175 


\\  Illinois  Department  of  Public  Aid 

*     MED  1CAL  INSL  ft  A.NCE  tNQUt»Y 


;  —  ;   Date' 

Appl icant 

—  c7i.  ~~ Basic 

YOU  MAY  HAVE  BOTH  MEDICAL  INSURANCE  AND  A  CREEN  CARD,  BUT  YOU  MUST  CIVE ■ INFORMATION  ABOUT 
MEDICAL  INSURANCE  THAT  COVERS  YOU  AND  PERSONS  LISTED  ON  YOUR  APPLICATION.   IF  YOU  DO  NOT  GIVE 

th^s  Information ,  you  will  not  receive  medical  assistance  for  yourself. 

ANSWER  ALL  OF  TVE  QUESTIONS  BELOW.  BR  INC  THIS  FORM  TO  YOUR  APPLICATION  INTERVIEW.  IF  YOU  OR 
YOUR  FAM^Y  HAVE  MEDICAL  COVERAGE,  ALSO  BRING  THE  REQUESTED  INFORMATION. 

^^^Tj^       If  either  of  you  are/were  covered 

by  grouP  health  insurance  through  your  job,  bring:  (    >y«    (  )no 

1)  the  Social  Security  Number  (SSN)  of  the  employed  person, 

2)  group  I.O.  card, 

3)  name  and  address  of  the  employer,  and 
U)  name  of  the  insurance  company. 

2.    Ar»  you  or  vour  Spou»e_i_memb«r  of  »  "  «ither  ol  (    ,         (  , 

you  have  medical  coverage  through  your  union,  bring:  <    >yes    <  )no 

1)  the  SSN  of  the  union  member, 

2)  group  I.O.  card, 

3)  name  and  address  of  the  union  and  the  union  local 
number,  and 

U)    name  of  the  insurance  company,  it  any. 

3      Dngs  vour  attplicatin-  tncludj  ■  child(ren)  who  has  a  parent 
O  livine  gg  vou?    If  the  absent  parent  cover,  you  or  your 

cRild  by  group  health  insurance  through  work  or  a  union,  bring.        I    )yes    \  Jno 

1)  his/her  SSN, 

2)  group  I.D.  card, 

3)  name  and  address  of  the  employer, 

U)    name  and  address  of  the  union,  if  any.  and  the  union 

local  number,  and 
5)    name  of  the  insurance  company. 

.     4.    Tf  yo  gnjjr  "  v«»s  (or3i^r^3_ajdjLi^l_tiM 

If  they  include  you  in  their  group  health  insurance,  bring.  V  >yes 

1)  your  parent's  name  and  SSN, 

2)  group  I.D.  card, 

3)  name  and  address  of  their  employer, 

10    name  and  address  of  the  union,  if  any,  and  the- union 

local  number,  and 
5)    name  of  the  insurance  company. 

DPA  267-TPL  (IJ-6-86) 
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5.  Is  anyone  in  vour  home  covered  bv  school  insurance?     If  yes, 
bring: 

1)  the  name  snd  address  of  the  school,  and 

2)  name  and  address  of  the  insurance  company. 

6.  Are  any  of  the  following  persons  in  the  military  oc  are 
they  a  military  veteran:    vou.  your  spouse,  vour  parents, 
vour  child's  parent  other  than  yourself?    If  you  or  your 
family  is  covered  by  CHAMPUS  OR  CHAMPVA,  bring: 

1)    the  name  and  SSN  of  the  military  person. 

7.  Do  you  or  does  anyone  else  pay  for  an  individual  health 
insurance  policy  for  vou  or  for  anyone  in  vour  home? 

This  would  include  an  indemnity  or  income  protection  policy 
which  pays  a  certain  amount  per  day  such  as  an  American 
Association  of  Retired  Persons  (MRP),  policy.     If  yes,  bring: 

1)  the  birthdate  and  SSN  of  the  person  named  as  the 
pol icyholder , 

2)  the  name  and  address  of  the  insurance  company,  and 

3)  the  policy  number. 

8.  If  you  or  vour  spouse  are  retired,  do  vou  have  health  insurance 
coverage  as  a  retiree  or  as  a  dependent  or  a  survivor  of  a 
retiree?     If  yes,  bring: 

1)  the  SSN  of  the  retired  employee, 

2)  group  I.  D.  card, 

3)  name  and  address  of  the  employer, 

4)  name  and  address  of  the  union,  if  any,  and  the  union 
local  number,  and 

'5)    name  of  the  insurance  company. 

9.  Have  vou  or  anvone  in  your  home  been  in  the  hospital  or  seen 
doctor  in  the  past  year?  How  was  the  bill  paid?  If  it  was  . 
paid  by  insurance,  bring: 

1)  the  name  and  address  of  the  insurance  company,  and 

2)  the  policy  number. 


Your  signature 
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INDIANA 

9» 


INTAKE  INFORMATION 

Recipient's  nam*:    ■  

Recipient's  Medicaid  Number:   

Recipient**  Address  (Street/Box):  

City:   —  

Recipient**  Phone  number ;   .  

Date  of  Accident:_  .  . 

Nature  of  Injuries :_   _  

Other  Parties  Involved  if  Known:  

Attorney's  Name:  __  

Attorney's  Address:   ____  — 

Attorney's  Phone  Number :  — 

Tortfeasor's  Name :   

Tortfeasor's  Address   

Tortfeasor's  Attorney^  , — _ 

THIS  INFORMATION  WAS  OBTAINED  THROUGH: 

Name :         i  ■   

Phone  Number :  

Address:   

City:   — 

INTAKE  INFORMATION  TAKEN  BY: 

Name:   -   

Date  Taken   — .  . 

TPL  V/20a 
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-J  ) 


§tatc  of  ?Cpuj  Jersey 

DEPARTMENT  OF  HUMAN  SERVICES 
DIVISION  OF  MEDICAL  ASSISTANCE  AND  HEALTH  SERVICES 

THIRD  PARTY  LIABILITY  INFORMATION 

PLEASE  PRINT 
USE  OTHER  SIDE  IF  NECESSARY 


INTAKE    CHANGE 

  COUNTY  COOE 

1     HKF  HAMF 

MEDICAID  NO. 

(LAST)  (FUST) 

2.  IS  THERE  AN  ABSENT  PARENT  IN  THIS  CASE?  YES 

  NO  

NAME 

CHILDREN 

(LAST)  (FIRST) 

ADDRESS 

(LAST) 

(FIRST) 

ILAST) 

(FIRST) 

SSN 

(LAST) 

(FUST) 

fiATF  flF  RTRTH 

(LAST) 

(FUST) 

3.  IS  A  CASE  MEMBER  OR  ABSENT  PARENT  EMPLOYED  OR  RECEIVING  A  PENSION?     YES    NO 

NAME  OF  CASE  MEMBER  OR  ABSENT  PARENT  .   


NAME  AND  LOCATION  OF  PRESENT  OR  FORMER  EMPLOYER  OR  UNION 


4.  DOES  A  CASE  MEMBER  OR  ABSENT  PARENT  HAVE  HEALTH  INSURANCE  OR  MEDICARE?     YES    NO   

ATTACH1  COPY  OF  FRONT  AND  BACK  OF  INSURANCE  CARD(S)  QJR  COMPLETE  THE  FOLLOWING: 

NAME  OF  INSURED   NAME  AND  ADDRESS  OF  INSURANCE  CARRIER 

GROUP/POLICY  NUMBER   

ID  NUMBER   


MEDICARE  NUMBER 


5   HAS  ANY  CASE  MEMBER  BEEN  INVOLVED  IN  AN  INCIDENT/ACCIDENT  WITHIN  THE  PAST  5  YEARS  FOR  WHICH 
MEDICAL  TREATMENT  WAS  OBTAINED?      YES    NO   


NAME  OF  INJURED  PARTY 


DATE  OF  INCIDENT/ACCIDENT 


WHERE  DID  THE  ACCIDENT  TAKE  PLACE? 

AUTOMOBILE  _  PLACE  OF  WORK 

HOME  _  SCHOOL 

PRODUCT  LIABILITY  _  MEDICAL  MALPRACTICE 


_  COMMERCIAL  ESTABLISHMENT 
_  PRIVATE  PROPERTY 
_  OTHER  (IDENTIFY) 


OESCRIBE  THE  INCI DENT/ACC IOENT ,  INCLUDING  TYPE  OF  INJURY,  ON  THE  OTHER  SIOE. 


WORKER'S  NAME 


DATE 


f PI  EASE  PRINT) 


TPL-1  (1/89) 
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ADOITIQWAL  INFORMATION 


2- 

ABSENT  PARENT  (CON'T) 

namf  CHILDREN 

(LAST)                          (FIRST)  (LAST) 

(FIRST) 

AIMQFSS 

(LAST) 

(FIRST) 

(LAST) 

(FIRST) 

SSH  (UST,  

(FIRST) 

flATF  nF  BIRTH 

3. 

EMPLOYMENT  OR  PENSION  (COR'T) 

NAMF  nF  TASF  MFHRFR  OR  ABSFNT  PARENT 

NflMF  ANn  1  OrATTfiN  OF  PRFSFNT  OR  FORMFR  FMPLOYFR  OR  UNION 

4.  HEALTH  INSURANCE  (CON'T) 

NAME  OF  INSURED    NAME  AND  ADDRESS  OF  INSURANCE  CARRIER  ^ 


GROUP/POLICY  NUMBER     

ID  NUMBER      

MEDICARE  NUMBER      

NAME  OF  INSURED    NAME  AND  ADDRESS  OF  INSURANCE  CARRIER 

GROUP/POLICY  NUMBER      

ID  NUMBER  .  

MEDICARE  NUMBER   _  

5.  INCIDENT/ACCIDENT  (CON'T) 

DESCRIPTION  OF  INCIDENT/ACCIDENT:  - 


• 
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STATl  OF  OBCGON 

AOOIT  t  FAMIlt  SCBVICtS  MVISIOH 


MEDICAL  RESOURCE  REPORT 


Attach  COPY  of 
Private  Medical  Card 


Program 


Branch 


Case  Number 


Wkr.  ID 


Case  Name 


1  |  Private  Insurance  (Circle  benefits) 

1 .  Major  Medical 

2.  Drug  Coverage 

3.  Denial  Coverage 

4.  Visual  Coverage 
).  Hospital  O.ily  - 

6.  CHAMPUS  Coverage 

7  CHAMPVA  Coverage 

8  Surgery  Only  Coverage 
9.  -Cancer  Only  Coverage 

10.  Accident  Only  Coverage 

1 1 .  Health  Maintenance  (HMO) 

12.  Medicare  Supplement 

j)  Medicare-Part  A-Hospital 
14.  Medicare-Part  B-Physician 
IV  Veterans 

16.  Other: 

17.  None 

Medicare  Benefit  »  

start  date  end  date  


Veteran's  Benefit  I 
sia/t  date  


_end  date. 


□  More  than  J0% 
Service  Disability  i — i 

U  Less  than  50% 

□  Aid  it  Attendance 

□  Other 


~2~j~         Absent  Parent 
Does  an  absent  parent  pay  medicalbills 
or  provide  medical  coverage  □  yes  U  no 


4 1  Private  Health  Insurance  Information 
Policy  holder's  name:  

Social  Security  #:  

Group/ Plan  #:  


si 


Carrier  Code  .? 


CentralLOffice  Use 


Client  C  .-payment ' 


Coverage  ^Code 


*  ! 


}  Premium  (OH I)  Pmt. 


Name  of  Insurance 
Company:  


Policy/Identification  #: 


Address:. 
City:  


.State: 


.Zip  Code: 


Absent 


Coverage  through:  □  Work  □  Union  □  Parent  D  Other 


Insurance     r-i  n  r~1 

Mail  bills  to:  □  Company     U  Union  U  Wotk  U  Other 


5  Prime  # 


Persons  Covered 


ff's  circled  in  #1 


Private  Coverage 


start  date 


end  date 


premium 


6  I  Division  Health  Plans 


□  Health  Maintenance  Organization  (HMO) 

□  Physician  Care  Organization  (PCO) 
Name  ~ 

□  Dental  Care  Organization  (DCO) 

Name   ■  

begin   — end  . 


Comments 


Date 


Q 

O 

u 


Instructions  for  Completion  of  the  AFS  415H 


CASE  NAME,  PROGRAM,  COST  CENTER,  CASE  NUMBER  AND  WORKER  ID  •  Enter  information 


1.  PRIVATE  HEALTH  INSURANCE  BENEFITS 

A.  Circle  all  private  health  insurance  benefits  which  currently  cover  the  client  or  any  eligible  member  of  the  grant. 
If  other  is  circled,  describe. 

B.  Medicare  Benefits:  Enter  complete  Medicare  benefit  number,  the  date  Medicare  benefits  become  effective,  or  the 

date  Medicare  benefits  ended  (if  applicable)  when  deleting  coverage. 

C.  Veteran's  benefits:  Enter  complete  Veteran's  benefit  number,  the  date  Veteran's  medical  benefits  became 

effective,  or  ended  when  deleting  coverage.  Enter  the  "type/  percent"  of  service  disability. 


2.  ABSENT  PARENT  RESPONSIBILITY  -  Check  "yes"  or  "no" 


3.  CENTRAL  OFFICE  USE  •-  FOR  CENTRAL  OFFICE  STAFF  ONLY 


A.  CARRIER  CODE: 

B.  CLIENT  CO-PAYMENT: 

C.  COVERAGE  CODE: 

D.  PREMIUM  (OHI)  AMT: 


Enter  four  (4)  digit  carrier  code  for  client's  private  insurance.  .' 
Enter  the  dollar  amount  of  client  co-payment  for  private  insurance. 
Enter  coverage  code<s)  for  client's  private  insurance. 
Enter  the  dollar  amount  listed  in  "Need  OHI"  field  on  CMS3. 


4.  POLICY  HOLDER'S  INFORMATION  FOR  PRIVATE  INSURANCE 

A.  Enter  the  policy  holder's  full  name  and  social  security  number  as  it  appears  in  the  insurance  benefits  records. 

B.  Enter  the  full  name  and  address  of  the  private  health  insurance  company. 

C    Enter  the  private  insurance  group/plan  number  and  the  policy  holder's  private  insurance  ID  number. 

D.  Mark  the  appropriate  box  to  indicate  who  provides  coverage.  (If  coverage  is  through  a  union  or  employer, 
list  the  full  name  and  address  of  the  union  or  employer  in  the  comments  section.) 

E.  Mark  the  appropriate  box  to  indicate  where  medical  bills  should  be  mailed. 

NOTE:  If 'client  has  more  than  one  private  insurance  coverage,  attach  additional  415H  forms  and  complete  this 


5.  PRIME  #,  PERSONS  COVERED  &  PRIVATE  COVERAGE 


A.  Enter  the  prime  number  and  full  name  for  each  eligible  member  of  the  household  In  the  grant. 

B.  List  the  circled  number(s)  from  the  Private  Health  Insurance  section  of  the  form  that  applies  to  each  person  listed. 
If  the  person  has  more  than  one  type  of  coverage,  list  all  numbers  that  .apply.  • 

C.  Enter  the  date  private  health  insurance  benefits  began  for  each  individual. 

D.  If  private  insurance  coverage  stops,  enter  the  date  that  coverage  ends  for  each  individual. 

E.  Enter  the  monthly  premium  amount  paid  by  the  client  for  private  insurance  coverage,  if  any. 


6.  DIVISION  HEALTH  PLANS 


List  the  client's  choice  of  prepaid  managed  health  plan.  (DCO)  Dental  Care 
Organization  coverage  must  be  sent  to  the  AFS  Health  Insurance  Group. 


COMMENTS  -  Enter  comments  if  the  information  listed  in  another  part  of  the  form  could  be  confusing  or  if  further 
explanation  or  detail  of  coverage  is  needed.  If  enrollment  in  a  PCO/HMO  is  delayed,  note  in  comments  area. 


ATTACH  A  COPY  OF  CLIENT'S 
PRIVATE  MEDICAL  INSURANCE 
CARD  TO  THE  415H 


RSS  THIRD  PARTY  RECOVERY  UNIT 
378-2516 
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SECTION  V 
STATE     TPL  FORMS 

2.     Fol lowup/TPL  Identification 


hRS 


TO:  SUPPLEMENTAL  SECURITY  INCOME  <SSI)  RECIPIENTS 

FROM:  STATE  OF  FLORIDA,  DEPARTMENT  OF  HEALTH  AND  REHABILITATIVE  SERVICES 

SUBJECT:         MEDICAL  INSURANCE  INFORMATION 

When  you  .pplied  for  "SSI"  your  cont.ct  was  with  the  Soci.l  Security  Administration,  an  agency  of the :  F.*r.lGov.rnrnent.  At 

by  hospitals,  doctors,  pharmacies,  nursing  homes,  etc.  It  will  ensure  that  they  received  correct  payment  for  prov.d.ng  you  meo.ca 
""^'information  will  NOT.ff.ct  your  eligibility  for  Medicaid  but  will  help  us  in  better  serving  you.  It  will  be  used  for  our 

department's  use  only  and  will  or  Medicare  coverage  pleas*  fill  out  the  questionnaire  as  completely  as 

If  vou  have  health  nsurance  other  than  your  Medicaid  or  Medicare  coverage,  —   .    .  .      _  „  ^  mm  u..ith 

purpose. 

MEDICAL  INSURANCE  QUESTIONNAIRE 
1.  DO  YOU  HAVE  ANY  HEALTH  INSURANCE  (other  than  your  Medicaid  or  —1" 
*  levAM  AuewPRPn  "NO"  TO  QUESTION  1  DO  NOT  COMPLETE  THIS  FORM  AND  DO  NOT  RETURN  1 1 . 
I  ',F  ™  SSS  "YES"'  TO  QUEZON  1 ,  PLEASE  COMPLETE  THE  FOLLOWING  AND  RETURN. 


Yes   No 


PRINT  Your  Full  Name  (Last). 


(First) . 


(Middle 
Initial) 


Your  Medicaid  Number  (same  1.0.  number  that  is  on  your  green  and  white  Medicaid  I.D.  card). 
Insurance  Company'*  Name  


Policy  Number. 


Effective  Dates  of  Policy:  from 


J  to        /  I- 


What  type,  of  coverage  does  this  policy  provide?    <***™"^  „.  Nur|ing  Hom.  Supplement 
 1  Basic  Suraical   8.  Automobile  PIP   13.  Dental 

^aay»*  =ssrsssisi---. 

5.  Hospital  I  ndemnity   1  °-  Medicare  supplement   


Weekly  or  monthly  income  while  in  hospital  . 
Policyholder's  Name  and  Address,  if  not  you: 


Name  

Address. 


State   —  Zp. 


City —  : — r — n       .„.,         3Z  Mo    lf"ves"  please  complete  the  following: 

Is  this  policy  through  your  employer  or  group  (such  as  labor  un,on)7   Yes   No    It  * 

Name  of   Group  Nurrtser  

Employer  or  Group  .  1 


Address  ■ 

 State  ZiP- 


'  City  .  

Datt  Your 

  Phone  No. . 


Signature   

HRS  Form  1297,  Mar  86  (Replewt  Ftb  83  edition) 
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Kathleen  Kustra 

Oirector 


Jesse  B.  Harris  Building 
100  S.  Grand  Avenue  East 
Springfield.  Illinois  62762-0001 


Attention:    Patient  Account a  Manager 

PATIENT'S  NAME: 
RECIPIENT  NUMBER: 
SOCIAL  SECURITY  #: 
DATE  OF  BIRTH: 

Dear  Sir  or  Madam: 

On  a  recent  credit  adjustment  fora,  a  third  party  payment  aource  was  reported 
for  the  above  referenced  patient. 

The  Department  of  Public  Aid  la  not  aware  of  this  Insurance  coverage  and  would 
like  your  assistance  in  providing  information  for  our  files.    Pleaae  supply 
whatever  information  you  have  available  and  provide  a  copy  of  the  insurance 
carrier* a  Explanation  of  Benefits  fora. 

1)      INSURANCE  COMPANY  NAME: 


2)      P0LICYH0LDER/EMPL0YEE  SOCIAL  SECURITY  #: 


3)      POLICY  NUMBER:  GROUP  NUMBER: 


4)      BILLING  ADDRESS  (WHERE  CLAIMS  ARE  SENT  FOR  PAYMENT): 


184 


3)    NAME  AND  ADDRESS  OP  EMPLOYER: 


6)  OTHER: 


Ple..e  r«turn  thie  letter  with  the  Explanation  of  Benefit*  form  within  30  daye 
fro.  the  dete  of  thl.  letter.    A  self-addressed  steeped  envelope  la  enclosed 
for  your  convenience.    If  you  heve  questions,  please  contect  the  Third  P.rty 
Ueblllty  Seetlon  *t  (217)  785-1631. 

Sincerely, 


Manager 

Third  Party  Liability  Section 


Enclosures 
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SECTION  V 
STATE     TPL  FORMS 


3 .     Fol lowup/TPL  Identification 

•   

w  Resulting    From    Data  Matches 


This  form  is  computer  generated  from  a  data  match  with  the 
certifying  agency  for  ADC. 


ALABAMA  MEDIC  AID  AGENCY 
2500  FAIR. LAKE  DRIVE 
MONTGOMERY,  ALABAMA  36130 


OATE 


J*  MICHAEL  HORSLEY 
COMMISSIONER 


ME0ICAI0  • 
PCS  COUNTY  i 


RES       INSURANCE  THROUGH 

YOU  HAVE  REPORTED  TO  THE  DEPARTMENT  OF  HUMAN  RESOURCES  THAT 
YOU  AND/OR  THE  PERSONS  LISTED  BELOk  ARE  NOW  OR  HAVE  BEEN  COVERED 
BY  HEALTH  INSURANCE  THROUGH  THE  COPPANY  LISTEO  ABOVE*  PERSONS 
ELIGIBLE  FOR  MEDICAID  MAY  ALSO  BE  COVERED  BY  HEALTH  INSURANCE! 
HOwEVERt  INFORMATION  REGARDING  THEIR  INSURANCE  MUST  BE  REPORTEO 
TO  THE  MEDICAID  AGENCY* 

IN  ORDER  TO  UPOATE  OUR  RECORDS  PLEASE  COMPLETE  THE  FOLLOWING  EVEN 
IF  YOUR  INSURANCE  ENDED  WITHIN  THE  PAST  12  MONTHS* 

1*  LIST  YOUR  POLICY  NUMBER  AND 

POLICYHOLDER'S  NAME  _  FOR  THE 

HEALTH  INSURANCE  CARRIED  THROUGH  THE  COMPANY  LISTED  ABOVE* 

2*  ARE  YOU  COVERED  BY  ANY  OTHER  HEALTH  INSURANCE?    YES  NO  


(00  NOT  LIST  MEDICARE!  BURIAL*  LIFE,  OR  CAR  INSURANCE  I 

IF  VESf  GIVE  NAME  OF  CQHPanyi  ,  . 

A PORE SSI 

POLICY  NUMBER! 

FOLIC  YHOLDERx  , 

3*  TELEPHONE  NUMBER  WHERE  YOU  MAY  BE  REACHED  BETWEEN  BtOO  AN* 
AND  5 tOO  »M. 

PLEASE  RETURN  THIS  INFORMATION,  WITHIN  TEN  1 101  DAYS ,  TO  THE 
ALABAMA  MEDICAID  AGENCY*  THIRD  PARTY  SECTION,  2500  FAIRLANE  OR** 
MONTGOMERY  AL  36130*    FAILURE  TO  DO  SO  COULO  JEOPARDIZE  YOUR 
PRESENT  OR  FUTURE  MEDICAID  ELIGIBILITY*    IF  YOU  HAVE  QUESTIONS, 
YOU  NAY  CALL  US  AT  277-2710,  EXTENSION  283  AND  ASK  FOR  THE  PARS 
CLERK* 

SINCERELY, 

KAY  M*  KEESHAN 

ADMINISTRATOR,  THIRD  PARTY  SECTION 
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This  form  is  computer  generated  as  a  result  of  a  1V-D  data  match. 


ALABAMA  MEDICAID  AGfNCY 

2?00  rAlRLANS  DRIVE 
MONTGOMERY  ALABAMA  3*13*1 

J.  N ICHASl  HORSlEY 
COMMISSIONER 

SS  0  OF  AP  OATE 


YOUR  DEPENDANT  ISl  LIST60  BELOW  IS  I ARFj  ELIGIBLE  FOR  MEDICAID  sSNEFITS. 
K!<55ttiHS'hlI!?*i  $T^UL*TE  THAT  MEDICAIO  IS  THE  LAST  PAYOR  OP  MEDICAL 
ExPeNSES  INcURRcO  BY  THOSE  ELIGIBLE  FDR  MEDICAID,  CONSEQUENTLY,  ThIS  AG- 
ENCY HAS  THc  RESPONSIBILITY  OF  IDENTIFYING  ANY  RESOURC?  AVAILARwS  TO  PAY 
;.S.I l??JJIM£*i  CA*6,  0NE  $UCrt  R650URC5  IS  HFALTH  INSURANCE.  YOU  ARE 
URGED  TO  PRDVIDc  HEALTH  COVERAGE  FOR  YOUR  MEDICaIO-SL IGIBlE  DEPENDANTS 
ANO,  IF  YOU  00  *CT  CARRY  SUCH  COVERAGE  YOU  ARE  REQUESTED  TO  OBTAIN  SUCH 
COVERACc  AND  NOTIFY  THIS  OFFICE  BY  PURNISrtl  NG  ThE  NAME,   ADORE  SS  A*D 
POLICY  NUMBER  OF  VOdR  iNSURANCEt  DEPENDANT  IS  I  COVER«:Di  ThEI«  MEDICAID 
NUMBER  AND  EMPLOYER  INFORMATION. 

TO  ASSIST  US  IN  COMPLETING  YCUR  DEPENDANT'S  RECjROS,  PLEASE  COMPLETE  THE 
FOLLOWING  ANO  RtTuP.N  THIS  LETTER  TO  ThE  A30v=  AOORESS  WITmIN  TENtlOl  DAYS : 

NAME  OF  YOUR  EMPLOYER:  


AOORESS  OF  YOJR  EMPLOYER:  ,  

00  YOU  CARRY  HEALTH  INSURANCE  ON  ANY  OF  ThFbELOW-NmMED  DEPENDANTS? 
V6S         NO   IF  VOJ  HAVE  ANSWERED  YESt  COMPLETE  THE  FOLLOWING: 

NAME  OF  INSURANCE  COMPANY:  

AOORESS:  


POLICY  NO.:  POLICYHOLDER :  

IS  THIS  INSURANCE  CaRkIcD  THROUGH  YOUR  EMPLOYER:     VE5___  NO  „• 

IF  YOU  HAVE  ANY  OUESTIONS,  YOU  MAY  CALL  277-27lOt  TrtIRO  PARTY  SECTION, 

ANO  AOVISE  YOU  ARE  CALLING  IN  REFERENCE  TO  LETTER  056-87. 

SINCERELY, 

IMPS. I  A  AY  M.  K EE SHAN 
ADMINISTRATOR  i  THIRD  PARTY  SECTION 

MEOICAIO-ELIGIBLE  CHILDREN  COVERED: 

CHILD**  NAME  MEOICAID  0        CASE  NUMSER  0 
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Illinois  Department  of 
Public  Aid 


Susan  S.  Suter 

Director 


Jesse  B.  Harris  Building 
100  S.  Grand  Avenue  East 
Springfield.  Illinois  62762-0001 


ATTN:     Insurance  Verification  Section 


NAME: 
DOB: 
SSI: 


Dear  Sirs: 


CASE  I: 


The  Illinois  Department  of  Public  Aid  is  required  by  law  to  determine  what 
resources  are  available  to  Public  Aid  program  participants  that  may  be 
responsible,  in  whole  or  in  part,  for  payment  of  their  medical  expenses.  The 
Departments  Medical  Assistance  Program  is  to  pay  for  medical  services  only 
after  all  other  liable  parties  have  paid  to  the  extent  of  their  liability. 
Program  participants  may  have  group  health  insurance  benefits  through  their  own 
employment  or  may  be  covered  as  a  dependent  through  a  responsible  relative's 
employment. 

The  Department  has  received  information  indicating  the  above  individual  has 
health  insurance  coverage  through  your  organization.    In  order  that  we  may 
determine  what  health  insurance  benefits  are  available  to  the  above  referenced 
individual  and/or  dependents,  we  ask  that  you  complete  Part  A  or  Part  B  of  the 
questionnaire,  as  indicated,  on  the  reverse  side  of  this  letter.    Even  though 
insurance  coverage  may  now  be  terminated,  the  information  requested  is 
essential  to  our  determination  of  liability  for  previous  medical  services. 

We  have  enclosed  a  self-addressed  stamped  envelope  for  your  convenience.  The 
disclosure  of  this  information  to  the  Department  without  written  authorization 
is  allowed  under  Subsection  P  of  Section  1014  of  the  Illinois  Insurance 
Information  and  Privacy  Protection  Act. 

Thank  you  for  your  cooperation. 


Sincerely, 


Ronald  D.  Lowder 

Third  Party  Liability  Manager 

Bureau  of  Collections 

217-785-9741 


TPL/COU/LM 


(SEE  REVERSE  SIDE) 


pen  ^Y5"3 
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Complete  PART  A 


Group  Coverage 


PART  a 


Individual  Coverage 


PART  A    GROUP  COVERAGE  ONLY 


1. 
2. 
3. 
4. 
5. 
6. 


Name  of  Insured   

Name  of  Your  Group  Insurance  Carrier 


SSN 


Insured's  Certificate  I 


Group  t   

Date  Insured's  Coverage  Began   

Are  Dependents  Covered?  YES 
If  YES  Please  List  Names  and  Dates  of  Coverage 


__Date  Terminated 

NO   


NAME 
NAME 
NAME 
NAME 
NAME 


begin  date_ 
begin  date~ 
"begin  date" 
"begin  DATE 
"begin  date" 


END  DATE_ 

[end  date" 
[end  date" 
"end  date" 
"end  date" 


7.     WHERE  SHOULD  CLAIMS  BE  MAILED? 


8.  Contact  Person  Who  Will  Verify  Coverage   

Telephone  Number  for  Contact  Person   

9.  Does  Coverage  Include  the  Following  Benefits: 
Prescriptions   ?  Dental   


?  Visual 


10.  Has  Your  Company  Changed  Insurance  Carriers  Within  the  Last  Two  Years? 

YES  .   NO   

If  YES,  Please  Complete  the  Following: 

Name,  and  Address  of  Previous  Insurance  Carrier   


Date  Previous  Group  Coverage  Began 
Date  Previous  Group  Coverage  Ended 
Previous  Carrier  Group  Number   


PART  B    INDIVIDOAL  COVERAGE  ONLY 


1. 
2. 
3. 
4. 


Name  of  Insured   

Certificate/Policy  Number 
Date  Coverage  Began 


SSN 


Date  Terminated 
NO 


Are  Dependents  Covered?  YES   

If  YES,  Please  List  Names  and  Effective  Dates  of  Coverage 


NAME 
NAME 
NAME 
NAME 
NAME 


_bbgin  date_ 
[begin  date" 
"begin  date" 
"begin  date" 
"begin  date" 


5.    Type  of  Policy: 

Major  Medical 
Hospitalization 
Medicare  Supplement 

REMARKS:   


Accident  Only 
Hospital  Indemnity 
Cancer  Only 
Other 
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SECTION  V 
STATE     TPL  FORMS 

4 ,     Casualty    and  Accident 
Questionnaires 


This  torm  is  computer  generated  as  a  result  of  claims  processing 
INSURANCE/ ACCIDENT         edits  when  trauma  codes  or  unknown  TPL  resources  are  iniicaced. 
QUESTIONNAIRE 

ALABAMA  MEDICAID  AGENCY 
2500  Fairlana  Drive 
Montgomery.  AL  36130 


Medicaid 
Out  oi  Sarvica: 

KM: 

Lanar  Coda: 


Medicaid  has  paid  for  medical  care  you  received  on  the  above  date.  You  may  have  health  insurance  or  this  care  may  have 
resulted  from  an  injury.  The  following  information  is  needed  to  determine  if  another  source  should  pay  your  medical  bill. 
Please  answer  the  questions  on  both  sides  of  this  letter  and  return  it  to  us  within  ten  (10)  days.  FAILURE  TO  DO  THIS 
COULD  CAUSE  YOU  TO  LOSE  YOUR  MEDICAID  FOR  UP  TO  ONE  YEAR.  Please  use  the  enclosed  stamped,  addressed 
envelope  to  return  this  form.  If  you  have  questions,  please  call  the  Alabama  Medicaid  Agency  and  ask  for  the  Third  Party 
Section.  (205)  277-2710. 


SECTION  I 

Are  you  covered  by  cancer,  accident,  indemnity,  group  or  individual  health  insurance  other  than  Medicaid  or 
Medicare?  YES   NO  

Name  &  Address  of  Insurance  Company  .  


Policy  n   Policyholder 

Is  this  through  an  employer?   YES   NO  

Employer's  name,  address  &  telephone  number:   


School  name  &  address  if  school  insurance: 


SECTION  II 

A.   Were  you  treated  on  the  above  date  because  of  an  illness?  YES   NO 


If  yes.  state  nature  of  illness 


Were  you  treated  on  the  above  date  because  of  an  injury/ accident?  YES   NO 

If  you  were  treated  because  of  an  injury,  check  the  type  accident/ injury: 

Auto  or  other  moving  vehicle    Date  of  Injury   

Assault  (beating,  rape;  shooting,  etc.)    Date  of  Injury   

On  the  Job  Injury    Date  of  Injury   

Injury  at  Home    Date  of  Injury   

Injury  at  School    Date  of  Injury   

Other     Date  of  Injury   

(Sp«cilY  tVP«l 
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ALABAMA 


B.    Describe  how  your  injury  occurred 


C.   Have  you  retained  an  attorney  as  a  result  of  this  injury?   YES   NO  

Name  and  address  of  Attorney  —  


Has  suit  been  Med?   YES   NO   Did  you  get  a  settlement?   YES   NO 

D.   Did  accident  involve  a  moving  vehicle?   YES   NO  


Was  it  a(n):   Auto  Motorcycle  Bus  Other  ,Sp^,<v, 

Were  you  a:    Driver  Passenger  or  Pedestrian  ? 

Name  and  address  of  all  drivers  of  vehicles  ■  


E.   Did  injury  result  from  assault,  malpractice?  YES   NO 

Name  and  address  of  person  who  injured  you:   


F.   Did  injury  occur  at  work?   YES   NO 

Name  and  address  of  your  employer;   


Employer  s  telephone  number   — — 

Did  injury  occur  on  private  property  (store,  school,  neighbor  s  home,  relative  s  home,  business,  etc.)  YES  NO . 

Name  and  address  of  business,  school,  store,  or  homeowner  where  injury  occurred:   


H.    If  injury/accident  was  caused  by  another  person  or  on  someone  else's  property,  did  they  have  insurance  (car. 
homeowner's  or  other  liability  insurance)?   YES   NO  


Name  and  address  of  insurance  company 


Pol.cy  Number    Policyholder. 


SECTION  III 

Telephone  number  where  you  can  be  reached  between  8.00  and  4:30:  

AUTHORIZATION  AND  ASSIGNMENT 

I  authorize  any  holder  of  medical  or  other  information  about  me  to  release  information  needed  ,or4tniso;a'f'a^ 
Med.ca.d  claim  to  Alabama  Medicaid  Agency,  and  I  authorize  the  further  release  of  any  wc^?r^"oMoeny 
other  parties  who  may  be  liable  for  any  of  my  medical  expenses  I  hereby  assign  to  Alabama  Med'ca.d  Agency  all 
claims  against  third  parties,  mclud.ng  tort-feasors  and  insurance  compan.es.  who  may  be  liable  for  any -  ot  my 
medical  expenses  to  the  extent  that  such  expenses  are  paid  by  Medicaid.  I  also  assign  all  r.ghts  m  any  settlement 
made  by  me  and  ar.smg  out  of  any  claim  of  which  this  is  a  part  to  the  extent  of  medical  expenses  paid  by  Med.ca.o. 
whether  or  not  a  portion  of  such  settlement  is  designated  as  being  for  medical  expenses.  Any  such  funds  'ece'vea 
by  me  shall  be  paid  to  Alabama  Medicaid  Agency  I  permit  a  copy  of  this  author.zat.on  to  be  used  in  place  ot  tne 
original 


Recipient  signature  (or  parent  if  minor)  Date 
IMPORTANT-  CONTACT  THE  ACCIDENT  UNIT.  THIRD  PARTY  SEC  ION   ALA  RAMA  MEDICAID  AGENI". 
BEFORE  YOU  SIGN  ANY  RELEASE  RELATING  TO  ANYflCClv^T! 


MtilTo:  Medicaid  Third  Party  Liability  Unit 
Attention:  Intakt 
P.  O.  Box  6004 
Indianapolis,  Indiana  462064004 

REPORT  OF  CASUALTY  /  ACCI0ENT  CASE 

County   Caseworker   Telephone 

FURNISH  ALL  APPROPRIATE  INFORMATION: 

SECTION  I 


A:  Raclplant  Information  Eligibility  Oat*        /  / 


Recipient  Nam*        Lul                               Firat                 Middle  Initial 

Madicaid* 

Dal*  ol  Lou  (Accident  1  Injury) 

Pat*  D'ecnarged  from  Medical  Car* 

Nature  m  tSjSSSS 

DESCRIPTION  OF  ACCIOENT  /  INJURY    (Include  police  reporfNf  possibla)     Is  there  a  malpractice  iult  Involved?    C  Yas    □  No 

NAMES  OF  PROVIDERS  TREATING  THE  PATIENT  FOR  ACCIDENT-RELATED  INJURIES  (INCLUDE  DATES.  IF  KNOWN) 

B:  Raclplant  Attorney    la  the  raclplant  representated  by  an  Attorney?   □  Yea   □  No         If  yas.  complete  the  next  section. 

Attorney*  Nam* 

Attorney  »  Firm  »  Nam* 

Aodreae                                                 City                              Stat*                   Zip  Piton* 

AIM  Coo* 

C:  'Sottlomont  Information 

Hatthtrtfrttf  ateffaf^"!'    pvat    n  Ms  Amount-  •   ,         Has  the  case  been  filed  in  court?    □  Yas    □  No 

Nam*  ol  Court  Judge 

Cause  Number                                      Hearing  oat* 

D:  Additional  Raclplant  Information 

Wars  other  recipients  Injured  in  the  accident?   □  Yea   □  No 

If  yas,  list  the  names  and  Madicaid  numbers  of  the  other  Involved  recipients. 

NAME 

MEDICAID  NUMBER 

1. 

2. 

3. 

4. 

5. 

6. 

7. 

8. 

(Continued  en  Reverse  Side) 
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INFORMATION  CONCERNING  THE  THIRD  PARTY 
COMPLETE  ALL  APPROPRIATE  SECTIONS. 

SECTION  II: 


Nam*  of  in  Partytt) 

MMH 

City 

Stale  Zip 

A. 

If  an  attorney  has  been  retained: 

Nam*  ol  Party  (Attaining  In*  Attorney 

Attorney'*  Nam* 

Attorney'*  PI 

im'e  Nam* 

Addreee  City 

Slata  Zip 

•MM 
Area  Cod* 

B. 

Nam*  el  insured  (II  different  than  In*  3rd  party) 

Addma  City 

Stat*  Zip 

insured's  SSf 

Nam*  of  Inawane*  Company 

Address  Clly 

Slat*  Zip 

•none 
Area  Code 

C. 

Maa  liability  been  accepted?   C  Yea  C  No 

Oat* 

tnaurenc*  Policy  •  and  I  or  Claim  f 

Nam*  of  Claims  Adjuator 

Nam*  ol  Claim*  Off  lea 

Addraa*  City 

Slata  Zip 

Ar*a  Cod* 

D. 

If  other  Third  Party(s)  are  involved,  be  sura  to  attach  additional  pages  using  this  format. 

SECTION  III: 


A  tf  this  was  an  on-the-job  accident,  complete  the  following: 


Nam*  ol  Employer  Address 

City 

Slata 

Zip 

Ante  Code 

Employ**  *  Nam* 

ss* 

Employee  1.0.  •  and  /  or  CMC*.  # 

Oales  ol  Employment. 

•  mm  to 

B.  Has  the  case  been  filed  with  the  Industria 

Board?   □  Yes  □  No   n  "yes 

',  please  complete  the  following: 

Nam*  ol  ma  Insured 

Name  of  Carrier 

Cauee  Number 

Hearing  Date 

Addrtsa 

&7ty 

State 

Zip 

Pnone 
Arae  Code 

Insurance  Policy  *  and  /  or  Claim  e 

Name  ol  Claims  Adjuator 

Name  of  Claim*  Office 

Address 

City 

Slate 

Zip 

Area  Code 

C.  Employer  Attorney 

Attorney  sHame 

Hlofneys  Firm  1  Name 

Addreaa 

City 

5late 

Zip 

Phone 
Am  Code 
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ACCIDENT  QUESTIONNAIRE 


Dear  Medicaid  Recipient  or  Representative: 

Medicaid  has  received  a  claim  for  services  which  vere  the  result  of 
an  accident.    Answer  the  questions  on  this  form  so  that  Medicaid  can 
determine  if  another  person  or  insurance  company  may  be  responsible 
for  paying  this  bill. 

Answer  all  the  questions  which  apply  to  you.  If  e  question  doea  not 
apply,  write  "MA"  (not  applicable)  in  the  space  provided.  If  you  do 
not  have  the  information  that  is  needed,  pleaac  get  it. 

If  you  have  any  questions,  please  contact  your  Medicaid  caseworker 
or  the  TPL  Unit.  This  form  aust  be  returned  to  Medicaid  within  14 
daya.    No  postage  is  required. 

Sincerely, 


msk  30/13a 
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AQ  -  ACCIDENT  QUESTIONNAIRE 

ANSWER  THE  QUESTIONS  FOR  EACH  PART  OF  THE  FORM 
Fart  A 

1  -  B«  aura  your  name,  addreaa,  and  Medicaid  nuaber 
ara  correct  a»  printed.    If  not,  please  make 
corrections  on  the  label  at  the  right. 


74e 


Recipient  Name 
Address 

City,  State,  Zip 
PCN 

ICN 


2  -  If  you  have  not  had  an  accident,  check  here   

DO  HOT  ANSVER~THE  REST  OF  THE  QUESTIONS,  CO  TO  PART  C  AT  ENS. 
If  you  have  been  involved  in  some  type  of  accident,  fill  in  the  information 
requested  below. 


3  -  Date  of  accident  __  

4  -  What  type  of  accident  was  this?    (Circle  one) 


accident  was  at  home, 
school,  or  on  someone 
else's  property 

Answer  "HOME  OR  OTHER" 
questions  in  A  below. 


accident  was 
at  work 


aceident  involved 
a  vehicle 


HOME: 
or 
OTHER 


Answer  "WORK" 
questions  in  B  below. 


Answer  "VEHICLE" 
questions  in  C  below. 


a)  If  the  accident  happened  in  your  home  or  apartment,  do  you  have  a 
home  owner* a  policy?    Yea  No  

If  yaa,  give  name  and  address  of  insurance  company.  __________ 


b)  if  the  accident  occurred  on  aomeone  else's  property,  where  did  the 

accident  occur?  (for  example,  et  a  neighbor 'a  home,  a  atore,  a  achool, 
etc.)     Civa  name  of  owner  or  manager,  atore,  or  achool,  ate.   


Addreaa 


Give  name  and  addreaa  of  person's,  store'a  or  achool'a,  inaurance 
company,  if  known  ______________________________________ 


WORK: 


a)  Name  of  employer,  including  plant/of fice/atore  location. 


VEHICLE: 


b)  Did  you  report  the  accident  to  your  employer  as  having  happened 
at  work?  Yea  Mo 


c)  Baa  a  Worker' a  Compensation  Claim  been  filed?  Yas_ 
a)  Were  you  a  driver  ,  passenger  ,  or  pedestrian^ 


No 


b)  If  you  were  the  driver,  give  your  vehicle  inaurance  company  name  and 
addreaa.   ,  


c)  If  you  were  a  passenger  or  pedestrian,  give  driver's  name, 
addreaa,  and  social  security  number.  .  


Cive  driver's  insurance  company's  name  end  address 


d)  Where  did  the  accident  occur?'  Street(s) 
iak30/4a  City  .  County  
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74f 

AQ 

Page  Two 
Part  B 

1.  Have  you  hired  an  attorney  or  has  an  attorney  contacted  you?    Yea   No  

If  yea,  give  attorney's  name,  address,  and  phone  number.   

2.  Have  you  been  contacted  by  an  insurance  company  about  Che  accident? 
Yea  No  

If  yea,  give  policy  holder's  name.   policy  #  

Insurance  company's  name  and  address  ■  agent's  name,  address,  ai 

 phone  #   

3.  Have  you  received  a  settlement  or  any  other  money  for  your  injuries?   

Yes   No  

If  yes ,  give  amounc .  _____________ 

Who  issued  the  money  to  you?   

Part  C 

1.  Name  of  person  completing  thia  form.   

2.  Give  phone  number  where  you  can  be  reached  during  the  hours  8:00  a.m.  to 
5:00  p.m.  Monday  through  Friday.   

3.  Other  comments  or  information  regarding  accident.   

Part  D 

Signature  of  Person  Completing  Form  Date 

THIS  FORM  MUST  BE  RETURNED  TO  MEDICAID.     POSTAGE  IS  PROVIDED. 

Fold  this  form  so  the  Medicaid  name  and  address  shows,  seal  the  flap,  and 
put  in  a  mailbox. 


kks/#30a4-i 
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TRAUMA  QUESTIONNAIRE 

Dear  Medicaid  Recipient  or  Representative: 

Medicaid  has  received  a  claim  for  services  to  you  vhich  stay  have 
been  the  result  of  an  accident.    Please  answer  the  questions  on 
this  fora  so  that  Medicaid  can  tell  if  another  person  or  another 
insurance  coapany  aay  also  be  responsible  for  paying  this  bill. 

Answer  all  of  the  questions  which  apply  to  you.    If  a  question 
does  not  apply,  write  "HA"  (not  applicable)  in  the  space  provided. 
If  you  do  not  have  the  information  that  is  needed,  please  get  it. 

If  you  have  any  questions,  please  contact  your  Medicaid  caseworker 
or  the  TPL  Unit.  This  fora  aust  be  returned  to  Medicaid  within  14 
days.    Ho  postage  is  required. 

Sincerely, 


ask30/12a 
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TQ  -  TRAUMA  QUESTIONNAIRE 

ANSWER  THE  QUESTIOHS  FOR  EACH  PART  OF  THE  FORM 
Part  A 

1  -  B«  aura  your  name,  addreaa.  and  Medicaid  number 

are  correct  aa  printed.     If  not,  pleaae  make 
correctiona  on  the  label  at  the  right. 

2  -  Have  you  been  in  any  type  of  accident?  (For  Example 

on  the  job,  automobile,  a  fall,  or  injury  in  a  home 
buaineaa,  etc.)  Tea    Ho   

x»  ws  ANSWER  THE  REST  OF  THE  QUESTIONS.  IF  NO,  DO  NOT  ANSWER  THE  REST  OF  THE 
QUESTIONS  FOLLOW  THE  INSTRUCTIONS  IN  PART  C  AT  THE  END  OF  THIS  FORM. 

3  -  Date  of  accident 


Recipient  Name 
Addreaa 

City,  State,  Zip 

PCN 

ICN 


4  -  What  type  of  accident  was  thia?  (Circle  one) 


HOME: 
or 
OTHER 


accident  waa  at  home, 
achool,  or  on  aomeone 
elae'a  property 

Answer  "HOME  or  OTHER" 
queations  below. 


accident  vaa 
at  wort 

Anawer  "WORR" 
que it  ions  below. 


accident  involved 
a  vehicle 

Anawer  "VEHICLE" 
question*  in  C  below. 


a)  If  the  accident  happened  in  your  home  or  apartment,  do  you  have  a 
home  owner' a  policy?    Yea  No  

If  y««»  name  and  addreaa  of  inaurance  company.   


b)  if  the  accident  occurred  on  aomeone  elae'a  property,  where  did  the 

accident  occur?  (for  example,  at  a  neighbor'a  home,  a  atore,  a  achool, 
etc.)    Give  name  ot  owner,  manager,  atore,  or  achool,  etc.  


WORK: 


Addreaa   

Cive  name  and  addreaa  of  peraon'a,  •tore's  or  achool'a,  inaurance 
company,  if  known  .   


a)  Name  of  empLoyer,  including  plant/of f ice/ atore  locacion._ 


VEHICLE: 


iak30/10a 


b)  Did  you  report  the  accident  to  your  employer  aa  having  happened 
at  work?  Tea  No  

No 


c)  Haa  a  Worker' a  Compenaation  Claim  been  filed:  Tea  

a)  Were  you  a  driver  ,  paaaenger  ,  or  pedeetrian  ? 

b)  If  you  were  the  driver,  give  your  vehicle  inaurance  company  name  and 
addreaa.  _____________________________ 

c)  If  you  were  a  paaaenger  or  pedeatrian,  give  driver' a  name, 
addreaa,  and  aocial  aecurity  number.  


Cive  driver' a  inaurance  company' a  name  and  addreaa 

d)  Where  did  the  accident  occur 7  Street(a) 

City  .  CountT  
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TQ 

Page  Two 


Part  B 

1.    Have  you  hired  an  attorney  or  has  an  attorney  contacted  you?    Yes   No 

If  yes,  give  attorney's  name,  address,  and  phone  number.   


2.    Have  you  been  contacted  by  an  insurance  company  about  the  accident? 
Yes  No  

If  yes,  give  policy  holder's  name.    policy  #  


Insurance  company's  name  and  address   agent's  name,  address,  and 

 phone  #   

3.    Have  you  received  a  settlement  or  any  other  money  for  your  injuries?   

Yes   No  

If  yes,  give  amount.   


Who  issued  the  money  to  you?   

Part  C 

1.    Name  of  person  completing  this  form. 


2.  Give  phone  number  where  you  can  be  reached  during  the  hours  8:00  a.m.  to 
5:00  p.m.  Monday  through  Friday.   

3.  Other  comments  or  information  regarding  accident.   


Part  D 

Signature  of  Person  Completing  Form  Date 

THIS  FORM  MUST  BE  RETURNED  TO  MEDICAID.     POSTAGE  IS  PROVIDED. 

Fold  this  form  so  the  Medicaid  name  and  address  shows,  seal  the  flap,  and 
put  in  a  mailbox. 


kks/#30all 
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TERRY  E.  BRANSTAD,  GOVERNOR 


DEPARTMENT  OF  HUMAN  SERVICES 


NANCY  A.  NORMAN.  COMMISSIONER 


Dear  Medicaid  Recipient: 

We  are  investigating  the  possibility  that  another  person  Bay  be  responsible  for  payment  of 
■edical  bills  that  resulted  from  your  injury.    We  mist  have  the  following  information  before 
your  medical  bills  can  be  processed.    If  the  injured  person  is  a  minor,  the  parent  or  guardian 
acting' on  his/her  behalf  must  complete  the  questions.    Please  answer  all  questions.    If  the 
question  does  not  apply,  please  put  NA  (not  applicable).    RETURN  THIS  FORM  WITHIN  10  DAYS. 

1.  Was  your  injury  the  result  of  an  automobile  accident  ,  a  fall   a  fire  , 

an  assault  or  fight  ,  or  another  cause  . 

2.  Briefly  explain  what  happened  and  give  date  of  incident.  


3.  Were  any  other  members  of  your  family  injured  in  this  incident?     Yes   No  _ 

If  so,  who?  — .  

4.  If  you  feel  another  party  is  responsible  for  your  injury,  please  give  the  name  and 


5.    Do  you.  or  anyone  else  (absent  parent,  relative,  employer,  etc.)  have  insurance  of  any 

kind  (other  than  Title  XIX)  which  will  help  pay  medical  expenses?    Yes   No  

If  yes,  who  is  the  policyholder  and  what  is  the  name  and  address  of  the  insurance  com- 
pany? ,  . — —  ■  


address* 


Policy  Number 


6. 


Where  did  the  injury  occur?  (Include  address) 


(a) 
(b) 
(O 


Is  this  your  place  of  residence?    Yes   No  

Who  owns  the  property?  

Does  the  owner  have  homeowners  or  property  insurance?  Yes  

If  yes,  what  is  the  name  and  address  of  the  insurance  company? 


No 


Policy  Number 


(over) 


MA-4047 


0     (2/85)  470-0398 


HOOVER  STATE  OFFICE  BUILDING  -  DES  MOINES.  IOWA  50319-0114 
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7.    Did  your  injury  occur  at  work?    Yes          No  .     If  yes.  have  you  filed  a  Worker 

Compensation  Claim?    Yes          No  .    What  is  the  name  of  the  insurance  company? 


8.    Have  you  retained  an  attorney  as  the  result  of  this  injury?  Yes. 
If  yes,  give  the  attorney's  name,  address,  and  phone  nuaber  


No 


9.    Have  you  turned  in  a  claim  to  an  insurance  company?    Yes          No   If  so,  which 

company?  ,  How  much  have  they  paid?  


10.  Were  criminal  charges  filed  against  anyone  in  connection  with  your  injury?    If  so, 
against  whoa  and  in  what  county?_  

11.  COMPLETE  THIS  SECTION  IP  YOUR  INJURIES  WERE  THE  RESULT  OP  AN  AUTOMOBILE  ACCIDENT  OR 
INVOLVED  ANY  OTHER  TYPE  OF  MOTOR  VEHICLE  (MOTORCYCLE,  MOPED,  TRACTOR.  3 -WHEELER,  ETC.) 

(a)  Mere  you  a  passenger  ,  driver   ,  pedestrian  . 

(b)  If  you  were  a  driver  or  passenger,  who  owns  the  automobile  in  which  you  were 
riding?  ,  — 

(c)  What  is  the  naae  and  address  of  the  owner's  insurance  company?  

  '   Policy  Number  


(d)  If  another  automobile  was  involved  in  this  accident  or  if  you  were  injured  as 
a  pedestrian,  list  the  name  and  address  of  the  automobile  owner.  

(e)  What  is  the  naae  and  address  of  the  owner's  insurance  company?  


{t\   Was  a  police  report  filed?    Yes          No   What  city  or  county?  

(g)    Was  anyone  determined  to  be  at  fault  or  Issued  a  ticket?  Yes   No. 

If  so.  who?   


(h)    Do  you  have  automobile  insurance  on  your  own  vehicle  (regardless  of  its 
involvement  in  this  accident.)?    Yes   No  

If  yes.  what  is  the  name  and  address  of  the  insurance  company?  

  Policy  Number  


If  you  do  not  have  the  information  that  is  requested  about  your  injury,  please  obtain 
it.    Your  immediate  cooperation  will  be  appreciated.    If  you  have  any  questions,  please 
call  the  Third  Party  Liability  Unit  at  (515)  281-8689.    Collect  calls  are  accepted. 


Your  signature  ___  Date_ 

Phone  number  where  you  can  be  .reached,  or  a  message  left:  


NOTE:     FAILURE  TO  GIVE  COMPLETE  AND  ACCURATE  INFORMATION  OR  FAILURE  TO  RETURN  THIS  FORM 
WITHIN  TEN  DAYS  MAY  RESULT  IN  THE  TERMINATION  OF  YOUR  MEDICAID  ASSISTANCE.  ^ 

MA-4047-0     (2/85)  470-0398 
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NCILCCLCSCHMIOT 


Department  of  Human  Resources 

ADULT  AND  FAMILY  SERVICES  DIVISION 

PUBUC  SERVICE  BUILDING,  SALEM.  OREGON  97310 


Data 


Dear 


We  have  received  a  bill  from  a  doctor's  office  or  hospital  where  you  _ 
STbill  is-r!orncare  you  receivea  after  an  acciaent  or  injury : 

We  need  to  know  the  date  and  cause  of  g^^f^L^SSidin^ 
doctor's  care  you  received  was  needed  because  at  an  doctor's 

care  ^receive?  S?5 jSSfSfT^uS^JLnt  then  fill  out  the 
personal  injury  form  AFS  451NV. 

sue  T^it-l^—'  S.-2S  5S!  Siio^1 «  for  thesa 

HEALTH  INSURANCE,   or  SCHOOL  INSURANCE.  373-78OO 

If  you ha ^^fJ^fSslinSrcSlii  at  no  cost  to  you  use  dm  uuSber, 
1-800-527-5772. 

Your  call  will  be  returned  between  the  hours  of -8:00  a.m.  and  3:30 


p.m 


of  your  grant. 

Insurance  Group  by   * 


Third  Party  Recovery  Unit 
Recovery  Service  Section 


AN  EQUAL  OPPORTUNITY  EMPLOYER 
204 


State  of  0«E50n 

DEPARTMENT   of  Humin  RESOU»C-S 
ADULT  &  FAMILY  SERVICES  DIVISION 


DISTRIBUTION: 

ORIGINAL:   PERSONAL  INJ.  LltNS 
COPY:  CASE  RECORD 


VEHICLE  RELATED 
PERSONAL  INJURY 


I.  NAME  AND  ADDRESS  OF  INJURED  PERSON: 


Qnew 

^CHANGE 

PROGRAM 

BRANCH  * 

CASE  NUMBER 

CASE  NAME 

WKR  10 

INJURED  PERSON'S  PRIME  * 

WORKER  PHONE  NUMBER 

3. WERE  YOU  EMPLOYED  AT  TIME  OF 
ACCIOENT'  | — ,  i — i 
□      YES  LJ 


NO 


4.   DID  YOU  APPLY  FOR  ASSISTANCE  DUE  TO  INJURIES  FROM]  4a  DATE  ASSISTANCE  STARTED 
THIS  ACCIDENT'  • — i  i — I 

□      YES  [_j  NO   


5.  LOCATION/ ADDRESS  WHERE  INJURY/ ACC I  DENT  OCCURRED    (INCLUDE  CITY  AND  STATE) 


6.  DID  THE  POLICE  INVESTIGATE  THE  ACCIDENT? 

Q      YES  Q  NO 


6a  IF  YES,   BY  WHOM? 

|~|     CITY  POLICE        Q     STATE  POLICE        Q    COUNTY  SHERIFF 


7.  WAS  A  CITATION  ISSUED' 


□      YES  □ 


7a  IF  YES,   TO  WHCM' 


NO 


8.  HAVE  YOU  APPLIED  FOR  ANY  BENEFITS? 
Q  YES  -.TYPE   Q  NO 


8a  WAGE-LOSS  BENEFITS: 

APPLIED  FOR?  QYES    [~]  NO 

RECE I  VED?(*~|  YES :  8  


■n 


NO 


8  8  DO  YOU  HAVE  AUTOMOBILE  MEDICAL 
BENEFITS  OR  ••PIP"  BENEFITS? 


Q  YES 


□  NO 


9.   HAVE  YOU  FILED  A  CLAIM  FOR  DAMAGES' 


□  YES 


□  NO 


9a  HAS  THE  CLAIM  BEEN  SETTLED  OR 
COMPROMISED? 


D  YEStJ. 
DATE: 


□  NO 


10.   WERE  YOUR  MEDICAL  EXPENSES 
COVERED? 


q  yes:  ins.  co.. 
□  no 


POLICY  #. 


10*  ARE  YOUR  MEDICAL  EXPENSES  STILL 
COVERED? 


□  YES 


D  no 


II.  YOUR  ATTORNEY'S  NAME 


Ma  ATTORNEY'S  ADDRESS/  C I  TY/  STATE 


12.  DRIVER'S: 


NAME 
ADDRESS 


INSURANCE 
COMPANY 


INSURANCE 

CO.'S 

ADDRESS 


ADJUSTER'S 
NAME 


VEHICLE  "  1:    INJURED  PERSON'S  VEHICLE 


PHONE 


POLICY  » 


PHONE 


1  I  8  ATTORNEY'S  PHONE 

VEHICLE  »  2:  OTHER  VEHICLE 


PHONE 


PHONE 


13.  OWNER'S: 

NAME 


ADDRESS 


INSURANCE 
COMPANY 


POLICY  a 


INSURANCE 
CO.  'S 
ADDRESS 


ADJUSTER'S 
NAME  


PHONE 


POLICY  » 


 PHONE  

UC  ADJUSTER'S  PHONE 


14.    INJURED  PERSON'S  INSURANCE  CO. 


14a  POLICY  « 


140  ADJUSTER'S  NAME 


STATE 
OFFICE 
USE 
ONLY 


EXPENSE  AVOID.  STATUS 


CODE 


DATE 


DATE  451  RECEIVED 


INJ/ ACC 


COOE  DATE 


SOURCE 


COVERAGE 


OATE 


LIEN  FILE 

STATUS 
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AFS  451    ( REV  5/82) 


5.   SHOW  CAR  NUMBER  t   AS  INJURED  PERSON'S  VEHICLE 
SHOW  CAR  NUMBER  2  AS  OTHER  VEHICLE 


VEH I  CLE  «  1 


VEHICLE  «  2 


-CO 
►  CO 


INDICATE  NORTH 
BY  ARROW 


STREET 


I 

i  £ 

i  g 

•  K 
i 


16.  DESCRIBE  THE  ACCIDENT 


17.   LIST  INJURIES  RECEIVED 


Division  to  contact  persons  or  agencies  to  obtain  verification.   


CLIENT'S  SIGNATURE 


DATE 


CLIENT'S  PHONE  * 


PURPOSE  OF  FORM:  1. 


To  determine  if  alternative  resources  are  avai 1  able  to  meet  medi cal 

and/or  maintenance  expenses  incurred  due  to  the  acc. dent/. n jury. 

To  file  a  lien  on  any  claim  for  damages  resulting  from  the 
accident/injury. 


COMPLETION  OF  FORM:     COMPLETE  ONE  FORM  FOR  EACH   INJURED  APPLICANT/RECIPIENT 


Most  questions  are  self-explanatory.     If  you  need  help  contact 
your  assistance  worker.     If  a  question  is  not  applicable,  enter  N/A. 


SHADED  AREAS:     To  be  completed  by  Adult  and  Family  Services  staff. 


All  personal   injuries  are  requi.-_ 

to  report  or  complete  this  form  will   result  in  termination  of  your  grant, 


red  to  be  reported  under  Oregon  law.  Failure 
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DISTRIBUTION: 


State  Of  0«EGOn 

Dehotment  at  hum  an  resources 

ADULT  &  FAMILY  SERVICES  DIVISION 


ORIGINAL:  PERSONAL  INJ.  LIENS 
COPY:  CASE  RECORD 


NON-VEHICLE  RELATED 
PERSONAL  INJURY 


□  NEW 

PI  CHANGE 


PROGRAM    BRANCH  * 


CASE  NUMBER 


CASE  NAME 


INJURED  PERSON'S  PRIME  *     WORKER  PHONE  * 


WKR  10 


1  1.  NAME  AND  ADDRESS  OF  INJURED  PERSON : 

3.  DID  YOU  APPLY  FOR  ASSISTANCE  DUE  TO 
INJURIES  FROM       (— 1                 I     1  N0 
Ithis  ACCIDENT?     1  1     T"     1  1  

4.  DATE  ASSISTANCE  STARTED 

5.  WERE  YOU  EMPLOYED  AT  TIML  Ur  HU.I1WI  i 
□     YES          Q  NO 

6.  LOCATION/ ADDRESS  WHERE  INJURY/ ACCIDI 

INT  OCCURRED   (INCLUDE  CITY  AND  STATE): 
...<■<-»             iMinDir=i  RECEIVED: 

7.  STATE 


8.  IF  INJURY 

NAME  OF  E 

MPLOYER  ! 

ADDRESS 

OR  ACCIOENT 

IS 

CITY 

 State              '  Z7P 

THROUGH  JOB 

FOR  BENEFITS? 
IQyESiTYPE  

!□  no 

TT.  WAGE-LOSS  BENEFITS: 
APPLIED  FORT  F]  YES    [~j  NO 

_□  NO 

NAME 


I  RECEIVED! 

|0  yessj- 


FOR  DAMAGES? 

□     YES        Q  NO 

14.  HAS  THE  CLAIM  BEEN 

SETTLED  OR  COMPROMISED? 

Q  YES:$. 
DATE: 


□ 


NO 


IS  NOT 

iRO 

io7 

ATTORNEY 
HANDLING 

YOUR  CASE 


NAME  OF  PERSON/ORGANIZATION  CAUSING  INJURY 
ADDRESS 


CTTY" 


NAME 


STATE 


-HP- 


ADDRESS 


CITY 


STATE 


ZIP 


15.  WERE  YOUR  MEDI CAL  EXPENSES 
COVERED? 

QyES:   INS. CO 


POLICY  » 


| 17.  INSURANCE 
COMPANY 
HANDLING 
CLAIM 


ADDRESS 
CITY 


□  no 

I  17a.  POLICY  NUMBER 
I7C.  ADJUSTER'S  NAME 


16.   ARE  YOUR  MEDICAL 

EXPENSES  STILL  COVERED? 

f~j  YES  Q  NO 

I7».  CLAIM  NUMBER 


STATE 


ZIP 


170.  ARE  YOU  THE  POLICY  HOLDER? 
□   YES  Q  NO 

,  declare  [hat  the  information  .have  given  on  this  for.  is  correct  a,  complete  to*,  best 
lof  my  knowledge.     I  understand  that  to  knowingly  give  false  '"fo™^»  °  ide  verifica- 

information  may  result  in  a  fine,  impr  sonment    or  both.  Jf  I    -  anYFarrii,y  Services 

|tion  for  any  of  the  information  on  this  form,   I  w, 1  I  autnor  ze 

Division  to  contact  persons  or  agencies  to  obtain  ver i f i cat ■ on . 

 ■  "  :  |  DATE 

CLIENT'S  SIGNATURE 


CLIENT'S  PHONE  » 


STATE 
OFFICE 
USE 
ONLY 


EXPENSE  AVOID.  STATUS 


CODE 


DATE 


OATE  45INV  RECEIVED 

"207 


INJ/ACC 

COOE 

DATE 

SOURCE 


COVERAGE 


LIEN  FILE 
DATE     I  STATUS 


I NSTRUCTIONS  FOR  AFS  451 NV 


PURPOSE  OF  FORM:    1.    To  determine  if  alternative  resources  are  available  to  meet 

medical  and/or  maintenance  expenses  incurred  due  to  the 
accident/injury. 

2.    To  file  a  lien  on  any  claim  for  damages  that  results  from 
the  accident/injury. 

COMPLETION  OF  FORM:    COMPLETE  ONE  FORM  FOR  EACH  INJURED  APPLICANT/RECIPIENT 

Most  questions  are  self-explanatory.    If  a  question  is 
not  applicable,  enter  N/A.    If  you  need  help  to  complete 
this  form,  contact  your  assistance  worker. 

SHADED  AREAS:    To  be  completed  by  Adult  and  Family  Services  staff. 


All  personal  injuries  are  required  to  be  reported  under  Oregon  Law. 
Failure  to  report  or  complete  this  form  will  result  in  termination 
of  your  grant. 


* 
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MEDICAID 
MEDICAL  SERVICES 
QUESTIONNAIRE 


STATE  OF  TENNESSEE 

Dept.  ol  Health  &  Environment 
PO  Box  490 
Nashville,  TN  37202-0490 


STATE  LAW  REQUIRES  RECIPIENT 
TO  PROVIDE 
INSURANCE  INFORMATION 


Dear  Medicaid  Recipient  or  Representative: 

Our  records  indicate  that  you  have  received  medical  services.  We  need  to  have  you  answer  the  questions  on  this  form  so  we 
can  tell  if  an  insurance  company  or  a  third  party  may  be  responsible  for  payment.  Please  answer  all  questions  that  apply  to 
you  If  a  question  does  not  apply,  indicate  "NA"  (not  applicable).  If  you  do  not  have  the  information,  please  obtain  it. 


RECIPIENT  DATA 


r 

L_ 


~1 
_J 


Medicaid  ID: 
Date(s)  of  Service: 


If  you  were  injured,  or  in  an  accident,  complete  questions  1-8. 
1.       Date  and  nature  of  injury  or  accident:  __  


2. 
3. 


Were  medical  services  for  an  injury  which  was: 


Work  Related. 


Auto  Related,  or. 


.  Other? 


If  "work  related",  give  name  and  address  of  employer: 


If  "other",  explain: 


5a. 

b. 
c. 


d. 

e. 

6a. 
b. 


If  "auto",  give  name  of  driver(s):  1) 

2) 

Name  of  insured:  1)  


Name  of  insurance  company(s):  1) 

2) 

AddreSs:   .  


Claim  or  policy  number(s):  1) 
Claim  Adjuster:   


.2). 


,2)  

Phone  # 


_  no      7a.  Have  you  received  a  settlement?  yes  no 

If  yes,  name,  address  and  phone  number:  b.  If  yes,  amount:  $  .  


Have  you  hired  an  attorney?  yes 


Name  and  address  of  insurance  company  or  individual  making  payment  to  you: 


9.       Do  you  have  other  medical  or  health  insurance? 

If  yes,  Name:  

Policy  and  Group  Number:  


yes 


no 


you  have  any  questions,  you  may  call  1-800-342-3145  (in  Nashville,  call  741-0192)  and  ask  to  speak  with  a  TPL 
,presentative.  Please  return  this  form  within  fourteen  (14)  days.  Your  cooperation  will  be  Mp^ctated. 


Signature: 


Phone  No.:  ( 


TDHE-«20  (9-89) 
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SECOND  FOLD 


NO  POSTAGE 
NECESSARY 
IF  MAILED 
IN  THE 
UNITED  STATES 


BUSINESS  REPLY  MAIL 

FIRST  CLASS        PERMIT  NO.  6275        NASHVILLE.  TENN. 


POSTAGE  WILL  BE  PAID  BY  ADDRESSEE 

STATE  OF  TENNESSEE 

Department  of  Health  &  Environment 
TPL  Section  -  AQ 
PO  Box  490 
Nashville,  TN  37202-9905 


•FIRST  FOLD' 


*210 

MOISTEN,  SEAL,  AND  DROP  IN  MAILBOX.  NO  POSTAGE  IS  NECESSARY. 


TEXAS  DEPARTMENT  OF  HUMAN  SERVICES 

THIRD  PARTY  RESOURCES  QUESTIONNAIRE 
(Vea  Esparto!  al  Otro  Lado) 


Oate 


State  Office  Codes 

Run  Date 

BJN  Code 

1 

Client  No. 

Diagnosis 

Medicaid  has  paid  a  bill  from 

This  bin  was  for  services  performed  on 


for 


1.  Give  a  brief  description 


of  the  accident  (date,  place,  how  It  occured.  anybody's  fault): 


4.  Has  a  settlement  been  made? 
If  "YES."  who  received  money? 


PLEASE  SIGN  BELOW 
any  questions,  ca 
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jtelephone  No. 


SECTION  V 
STATE     TPL  FORMS 

5  .     Medical    As s  istanc^ 
Termination  No-fc-lco 


Iowa 

Sf-r1  Interoffice  Memo 

Date: 

To/Office:    Department  of  Human  Services  County  Office: 
Attention:    Worker  # 

From/Offire:  TPL,  Medical  Services,  5th  Floor  Hoover  Bldg. 

Subject:    Medicai  Assistance  Termination  Notice 

Recipient  Name_   Case  N<)-  

This  is  to  inform  you  that  this  rec ipient.(s)  has: 

Received  payment,  from  a  medical  resource,  such  as  insurance  or  lawsuit 

  settlement,  and  has  failed  to  reimburse  the  Department,  for  costs  of  medi 

cal  care. 

Failed  to  provide  information  to  the  Department  as  requested  by  the  Bureau 
of  Medical  Services. 

Failed  to  cooperate,  without  good  cause,  in  filing  or  processing  a  claim 
  or  an  application  for  a  reasonably  available  medical  resource. 

This  has  adversely  affected  the  Department's  right  of  recovery.     The  medical 
assistance  eligibility  of  the  adult  members  of  the  household  is  being  ter- 
minated, (V1II-B). 

Comments:   .   —  —  


Medical  Assistance  eligibility  for  this  recipient  should  be  cancelled  effective 

  None  of  the  children's  medical  eligibility  is  affected, 

nor  does  this  action  affect  the  amount  of  the  cash  grant.     Please  generate  a 
Notice  of  Decision  to  inform  the  recipient  of  this  action. 

TP  CODING  PROCEDURE  -  SECTION  VII 


FIELD 


173 
205 
206 

209 


CODE 


G 
N 

960 


DESCRIPTION 


Change  with  a  timely  notice. 
Cancelled 

is  not  eligible  for  Medical  Assistance  because  of 
failure  to  cooperate  with  the  Third  Party  Liability  Unit. 
Not  eligible  for  medical  assistance;  may  be  eligible  for 
grant  only. 


470-0409  (Rev.  10/86) 


White   -  Client,  file 


Yellow  --  TPL  file 


213 


V  1 


I 


SECTION  V 
STATE    TPL  FORMS 

6         IV-D/TPL  INQUIRY 


THIRD  PARTY  LIABILITY  SECTION 
POST  OPPICB  BOX  19120 
SPRINGFIELD ,  ILLINOIS  62794-9120 


DATE: 
CASS  NAMEs 
IV- D  NUMBER: 
S.S.  NOMBEK: 
BIRTH  DATE: 
DBPEHDKR(S)  i 


You  have  been  ordered  to  provide  health  insurance  for  your  dependent ( s ) .. 

If  there  is  not  a  health  insurance  plan  available  through  your  employer,  you  must 
provide  the  health  insurance  through  any  health  insurance  plan  available  on  a  group 
basis  or  obtain  an  individual  health  insurance  policy. 

To  comply  with  the  support  order,  you  must  provide  written  proof  to  the  Illinois 
Department  of  Public  Aid  that  the  required  insurance  has  been  obtained,  or  that 
application  for  insurability  has  been  made,  within  30  days  of  receiving  notice  of  the 
support  order.    If  you  were  present  at  the  court  hearing  your  30  days  begin  from  the 
date  you  were  there  and  received  your  order. 

If  you  fail  to  provide  or  maintain  health  insurance  pursuant  to  the  order  for  support, 
you  are  liable  for: 

.  the  dollar  amount  of  the  premiums  which  were  not  paid, 

.  all  medical  expenses  incurred  by  the  minor  child(ren)  which  could  have  been  paid 
or  reimbursed  by  the  health  insurance  which  you  were  ordered  to  provide  or 
maintain. 

Further  enforcement  action  in  court  may  occur  for  your  failure  to  pay  the  premiums  for 
ordered  health  insurance. 

Complete  this  form  within  30  days  to  verify  that  health  insurance  coverage  is  being 
provided.    Failure  to  complete  and  return  this  form  could  result  in  legal  action  being 
taken  against  you.    If  you  are  unable  to  provide  the  necessary  information  requested 
on  the  back  of  this  notice,  contact  your  insurance  agent  for  assistance.  All 
questions  must  be  answered. 


DPA  2593  (R-  - 


ffKALTH/HOSPITALIXATION  IN8URANCE 

CASK  HAMS:  W-D  CASS  ft   

YOUR  NAMBs   

YOUR  BIRTHDATK i  .  

YOUR  SSM:   

Is  your  dependent  a)  covered  by  group  insurance? 

 YES    If  "YES"  complete  PART  A  end  PART  C 

  HO      If  "NO"  complete  PART  B  end  PART  C 

1PART  Al 

1.  NAME  OP  INSURANCE  COMPANY:         .  .  

2.  GROUP  INSURANCE  NUMBER t    ID  NUMBER t   

3.  DATE  THAT  YOUR  COVERAGE  BEGAN:    DATE  ENDED:   

4.  ^NAME  OP  YOUR  GROUP:   • — 

(If  Union,  complete  name  and  local  number). 

5.  COMPLETE  ADDRESS  OF  GROUP:  :  

(street) 

(city)  (state)  («ip  code) 

6.  Amount  of  the  premium  you  must  pay:  $  per  , 

1PART  Bl 

Individual  health/hospital  insurance  that  you  purchased  to  cover  your  dependent  ( s ) . 

1.  NAME  OP  INSURANCE  COMPANY:   — 

2.  YOUR  INSURANCE  POLICY  OR  CERTIFICATE  NUMBER:   

3.  COMPLETE  ADDRESS  WHERE  CLAIMS  ARE  MAILED:   

(street) 

(city)  (state)  (xip  code) 

4.  Amount  of  the  premium  you  must  pay:  $  per   . 

1  PART  C| 

Enter  the  complete  name  of  each  covered  dependent  nhom  you  are  responsible  for  as 
stated  in  the  order  and  the  date  insurance  coverage  began. 

NAME  DATE  (M-D-Y)  NAME  DATE  (M-D-Y) 


SECTION  V 
STATE     TJ?L  FORMS 


State  of  California— Health  and  Walfara  Agency 

HEALTH  INSURANCE 
PREMIUM  PAYMENT  REFERRAL 

Dapartmant  of  Health  Services 

1.  Nam*  of  Appllcant/Beneflclary 

z.  M«ai-cai  i aont iitcation  numDn 

Appllcant/Beneflclary  Address 

3.  Social  security  Number 

City 

Stata                                ZIP  Coda 

S.  Policy  Status  (Check  approprlata  box) 

«k     I     |Pnlir>«f  ujltl   lar-ita  rt n 

b.  DPolicv  lapsed  on  

Medical  coverage  available,  but  not 

6.  Type  of  Coverage  Vour  Insurance  Provides  or  Pays  for  (Check  all  that  apply): 

□  Hospital  stays  □    vi«ion  <*n 

□  Hospital  outpatient  (i.e..  lab  work  or  physical  therapy)     □    Medicara  supplement 

□  Doctor  visits  D    Only  specific  illness  (i.e.,  cancer) 

□  Prescription  drugs  Type  of  illness  

D  Dental  care   


7.  Policy  Number: 


8.  Premium  Amount 
$ 


OPer  month      □  Per  year 


9.  How  are  Premiums  Paid?  (Check  appropriate  box) 

a.  DPaid  by  insured  to  insurance  carrier                            b.  □Employer  Paid 

c.  □Payroll  deducted 

10.  Name  of  Insured  Policyholder 

Social  Security  number 

Address  of  Insured  Policyholder 

Telephone  Number 

11.  Name(s)  of  Other  Madl-Cal  Eligible  Family  Member(s)  Covered  Under  the  Health  Insurance  Policy 

12.  Does  Any  Covered  Beneficiary  Have  an  Acute,  Chronic,  Preexisting  Illness  that  Requires  Hlm/Her  to  see  a  Physlclanr 
□Yes  Dno    |f  yes,  please  specify  the  individual's  name  and  the  illness:  _  ■ 


13.  Premium  Billing  Location  (Where  Premiums  are  Mailed  and  Processed): 


Name  of  Insurance  Company,  Employer  or  Union 


Address  of  Insurance  Company,  Employer  or  Union 


14.  Name  of  Employer: 


Address  of  Employer: 


Telephone  Number  of  Employer 


15.  Ust  Additional  Health  Insurance  Coverage,  If  Any  (Complete  a  Separate  Health  Insurance  Premium  Payment  Referral) 


IMPORTANT:  As  a  condition  of  ^^^^S^^S^St^^.  ^^S^^ 
Medi-Cal  program  and  shall  cooperate  w.th  the  Department  of  Department  of  Health  Services  to  recover  funds  from  health 

effective  only  for  service,  paid  for  by  t^*Cti  £X^.v?f£m.d  c!  wrvlces  ffhteh  should  have  been  billed  to  other  health  insurance  coverage.  Please  not. 
insurance  companies  or  fund,  wheri i  the  Medi-Cal  | '  ^S^^^T^rSoVw  Security  number  and  any  information  your  provide  may  be  used  to 
that  in  oroar  to  comply  with  the  Federal  ^Wfl^M^JSR  a'nd  «uW  "S.  Vo  determine  the  extent  of  available  health  insurance.  Under 

SSUSSTSXSSN^^  ^^confidential  and  disclosed  only  as  necassary  for  Medi-Cal  program 

administration  purposes.  

AUTHORIZATION-    "I  hereby  authorize  the  Department  of  Health  Services  to  obtain,  if  needed,  any  information  regard.ng  my  private  health  insurance 

for  midical  car.  mad.  in  my  beh.lf,  which  may  be  used  in  determining  if  the  Dep.rtment  wiH  pay  health  .nsuranc. 

premiums  for  continued  coverage."  . — 

Signature  of  Appllcant/Beneflclary  (or  Authorized  by): 


DHS6172  (5/89) 
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INSTRUCTIONS  FOR  HEALTH  INSURANCE  PREMIUM  PAYMENT  REFERRAL 

FORM  DHS6172 


this  form.  Return  the  comp.eted  form  to  your  eligibility  worker  %^f^^^^^J^SnMUMp 
questions  about  completing  this  form  or  require  Spanish  translation. call  toll  free  1-800-952-5294  Cal.forn.aon.y  v 
It  is  important  that  you  attach  a  copy  of  your  health  insurance  policy  to  this  form. 

B.     The  following  instructions  are  to  be  used  in  completing  the  Health  Insurance  Premium  Payment  Referral.  Pt.**  print  the  inform* 

1.  List  your  full  name,  street  address,  city,  state,  and  ZIP  code. 

2.  Enter  your  current  14-digit  Medi-Cal  identification  (ID)  number.  Ask  your  eligibility  worker  for  assistance,  if  necessary. 

3.  Enter  your  9-digit  Social  Security  number. 

4.  List  your  complete  daytime  telephone  number.  If  you  do  not  have  a  telephone  please  put  a  message  number  in  the  telep 
number  box. 

5.  Indicate  your  health  insurance  policy  status.  Check  box  "a."  or  "b."  to  identify  whether  your  insurance^ coverage  will  lap 
has  lapsed.  Enter  the  correct  date  on  the  line  provided.  Check  box  "c."  if  you  do  not  currently  have  medical  coverage  bu 
available  to  you  or  other  family  members.  (Note:  Children  may  be  eligible  for  health  insurance  through  the  absent  pa 
employer.) 

6.  Indicate  by  a  check  in  the  appropriate  box(es)  the  medical  services  that  are  covered  by  your  health  insurance  policy. 

7.  Enter  your  health  insurance  policy  number.  This  number  is  sometimes  called  the  subscriber,  certificate,  account,  emp 
group,  or  local  number. 

8.  Enter  the  amount  that  is  paid  for  your  health  insurance  premiums  and  check  the  box  if  they  are  paid  per  month  or  per  *0 
Include  the  amount  paid  by  the  insured  as  well  as  any  premium  paid  by  the  employer. 

9.  How  are  your  premiums  paid?  Check  the  appropriate  box  to  identify  whether  the  premiums  are:  a.  Paid  by  the  insured  di 
to  the  insurance  carrier,  b.  Paid  by  your  employer,  or  c  deducted  from  your  paycheck. 

10.  List  the  full  name.  Social  Security  number,  address,  and  telephone  number  of  the  insured/policyholder.  This  is  the  name 
person  to  whom  the  policy  was  issued. 

11.  List  the  name(s)  of  the  family  member(s)  covered  under  the  health  insurance  policy  who  are  currently  Medi-Cal  eligible. 

12  Check  "Yes"  or  "No"  if  any  person  listed  in  item  one  (1)  or  nine  (9)  has  an  acute,  chronic  or  pre-existing  medical  illn 
"Yes."  list  the  individual's  name  and  medical  illness  on  the  line  provided.  This  information  is  important  to  mat 
determination  whether  the  Department  will  pay  the  premium. 

13.  Enter  the  complete  Premium  Billing  Location  for  paying  your  health  insurance  premiums.  Include  name  and  address 
health  insurance  company,  employer,  or  union. 

14.  Enter  the  complete  name,  address,  and  telephone  number  of  the  employer  through  which  the  policy  was  purchased. 

15.  List  any  additional  insurance  coverage.  If  there  is  multiple  insurance  coverage,  identify  the  name  and  address  of  the 
insurance  company(ies)  and  complete  a  separate  Health  Insurance  Premium  Payment  Referral. 

Signature  Section:  Please  sign  the  form  and  enter  the  date  when  you  completed  this  form. 


8B  97750 
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DHS-2841  (; 
PZ-02841-01 


Health  Insurance  Premium  —  Cost  Effectiveness  Review 


Mail  to:  Department  of  Human  Services 
Benefit  Recovery  Section 
444  Lafayette  Road 
St.  Paul,  MN  55155-3850 


Recipient  Case  Name: 

Age: 

MA-ID  (16  digit  number): 

Policy  up  to  date? 
□  Yes      □  No 

Policy  holder  (name/relationship) 

Insurance  Company  Name: 

Employer  Name: 

1 

Date: 

Check  at  least  1  box  in  each  A,  B,  and  C 

a 

tn 

A.  □ 
□ 

Applicant 
Recipient 

C.  □  MA            □  QMB  Status 

□  GAMC         □  Other 

□  AFDC  (Specify) 

□  Ext.  Medical   

□  TEFRA  Option 

Count 

B.D 
□ 

Initial  Review 
Re-Review 

Other  covered  persons  name,  date  of  birth  or  age: 

Public  Assistance  Non  Public  Assistance 


Policy  No. 


I  Address: 
City: 


Phone  No: 


State: 


Zip  Code: 


Premium  Amount: 

Date  Due: 

Is  the  amount: 

□  bi-weekly 

□  quarterly 

□  weekly 

□  monthly 

□  yearly 

Type  of  Policy: 

□  Individual  □  HMO 

□  Employer/Group  □  Medicare:  F 
D  Medicare  Supplement  Q  Other 

□  HMO  Medicare 
Supplement 

1  No 


4    Have  you  or  any  family  member(s)  been  treated  by  a  doctor  in  the  past  year? 


Yes 


Describe  the  illness  and  kind  of  medical  care: 


I  How  often  have  you  or  a  family  member  in  the  assistance  unit  had  the  following  medical  care  (in  past  year): 
I  Hospitalization  Doctor's  Visits  Prescriptions 


  times  in  past  2  years  (inpt.) 

 times  in  past  2  years  (outpt.) 

Collection  of  Information 


times  per  month 
times  per  year 


number  filled  per  month 
cost  per  month 


number  filled  per  year 
cost  per  year 


I  authorize  any  person,  medical  provider,  insurance  company,  or  other  organization  or  agency  to  provide  to  the  Department  of  Human  Services  upon 
request  any  information  about  my  or  my  dependents'  health  insurance,  medical  treatment  and  employment. 

Copies  of  this  form  are  legal.  The  information  will  be  used  to  decide  payment  of  your  health  insurance  premiums.  The  information  will  not  be  used 
for  any  other  purpose. 


Signature 


Date 


5  I  Worker  Name: 


Phone  Number: 


I  Agency  Name: 


I  Agency  Address: 
I  City: 


State: 


Zip  Code: 


I  Attach  copy  of  complete  insurance  policy 


[Attach  copies  of  paid  claims  or  payment  reports  if  available  from  the  last  1 2  months 


5A  Check  all  conditions  that  apply: 

□  Spend  down:  □  Monthly    □  6-Month  — 

□  Parental  or  spousal  contribution 

□  Medicaid/GAMC  pre-paid  health  plan  enrollee 

□  Medicaid  waiver  eligibility:  _______ 


(waiver  type) 

□  Client  has  Medicare:    □  Part  A 

□  PartB 

Zl  Short-term  eligibility  anticipated: 

□  Medical  Leave  □  Lay  Off  □  Other 

□  Absent  parent  court  ordered  to  maintain 
coverage 

D  Client  living  in  a  nursing  home. 

Is  nursing  home  care  currently  covered  by 
insurance?    □  Yes     □  No 

□  None  of  the  above 


I  Decision  for  Payment  of  Premiums 
□  Approved.  Send  Health  Insurance  Information  Form  (DHS-1 922)  if  not  previously  sent. 


Code  the  following  Coverage  Types  in  Section 
3  of  the  DHS-1 922:  


|  □  Denied.  We  are  unable  to  pay  the  health  insurance  premiums  because  they  heve  not  been  found  cost  effective.  If  they  wish  to  continue  the  insi 
ance  coverage,  they  are  responsible  for  the  premium  payments.  If  you  have  additional  information  about  their  medical  condition  not  included 
Section  4  above,  please  contact  Benefit  Recovery  Section. 
I  CI  More  information  is  needed.  Please  send   ____________——_——_———_——_ 


Signed 


Date 


SUBMIT  ALL  COPIES  TO  DHS 


DHS-BEIMEFIT  RECOVERY 
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SECTION  V 
STATE    TPL  FORMS 

8  .     Not.±c:&    To  Recipients 


DHS-2810  [10-881 
Printed  by  Department 
of  Human  Services 


THIRD  PARTY  LIABILITY  NOTICE  TO 

RECIPIENTS 


Read  the  notice  carefully  before  you  call  your  worker  with  questions,  the  notice  has  important  facts  that 
tell  you: 

•  You  must  use  health  insurance,  health  maintenance  organization  (HMO),  and  accident  benefits  before 
using  Medical  Assistance  (MA)  or  General  Assistance  Medical  Care  (GAMC). 

•  You  must  cooperate  to  get  MA  or  GAMC. 

•  If  you  file  a  lawsuit  to  get  money  because  of  an  injury,  the  Department  of  Human  Services  (OHS)  may 
file  a  claim  in  your  suit. 


INFORMATION  YOU  SHOULD  KNOW 


•  You  must  report  to  your  financial  worker: 
—  health  or  accident  insurance  you  have 


—  changes  in  your  insurance 


—  lawsuits  you  file  because  you  are  injured 

—  workers'  compensation  claims  you  file 

•  You  must  sign  over  your  rights  to  payment  of  medical  care  from  any  third  party,  such  as  an  insurance 
plan,  absent  parent,  etc. 

•  You  must  help  us  get  grant  money  and  medical  payments  from  any  liable  person  or  company. 

•  We  may  be  able  to  pay  your  premium  if  you  pay  for  health  insurance  now  or  can  get  it  through  your 
work.  We  must  review  it  to  see  if  it  will  save  money.  Contact  your  worker  if  you  need  to  know  more 
about  this. 


REPAYMENT  OF  ASSISTANCE  OUT  OF  INJURY  SETTLEMENTS 

If  you  file  a  claim  to  get  money  because  of  an  injury.  DHS  may  file  a  claim  in  your  lawsuit.  We  may  file  a 
claim  for  the  cost  of  medical  care  or  grant  money  paid  to  you  or  your  family  because  of  the  injury.  Grant 
money  means  General  Assistance  (GA),  Aid  to  Families  with  Dependent  Children  (AFDC),  and  other  cash 
payments. 


WHAT  WILL  HAPPEN  IF  YOU  DO  NOT  COOPERATE? 

You  must  cooperate  to  get  MA  or  GAMC.  If  you  do  not  cooperate,  you  may  lose  your  MA  or  GAMC. 
WHAT  ARE  HEALTH  INSURANCE  AND  HMO  REQUIREMENTS? 

Medical  providers  must  bill  insurance  you  have  before  they  bill  MA/GAMC.  Medical  providers  means  doctors, 
hospitals,  drug  stores,  etc.  People  with  private  HMO  or  insurance  coverage  must  use  it  before  MA/GAMC.  You 
may  be  covered  through  someone's  work  insurance  plan  or  former  work  plan,  or  a  Medicare  Supplement  plan. 
You  or  your  child  (ren)  may  be  covered  by  an  absent  parent. 
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WHAT  HAPPENS  IF  YOU  HAVE  PRIVATE  HMO  OR  INSURANCE  COVERAGE? 

For  care  that  your  HMO  or  insurance  plan  pays  for,  you  must  follow  the  rules  of  the  plan  to  get  the  care.  Your 
plan  may  have  some  or  all  of  these  rules: 

•  You  may  need  to  go  to  certain  medical  providers. 

•  You  may  need  to  get  permission  from  the  HMO  or  insurance  plan  first. 

•  You  may  need  a  referral  for  some  care  or  some  providers. 

Get  a  copy  of  your  HMO  or  insurance  plan  to  know  the  rules  you  must  follow. 

MA  will  not  pay  for  care  which  could  have  been  paid  by  an  HMO  or  insurance  plan.  MA  will  pay  for  care  not 
covered  by  the  plan  (if  it  is  covered  by  MA)  and  for  co-payment  fees  up  to  the  MA  allowable.  If  you  are  paid  by 
the  insurance  company,  you  must  pay  that  money  to  your  medical  provider.  You  are  not  allowed  to  keep  money 
paid  to  you  for  medical  care. 

You  may  have  to  get  a  denial  from  your  HMO  or  insurance  plan  or  have  a  copy  of  your  policy.  This  will  show  the 
provider  that  a  service  is  not  covered  by  the  plan. 

WE  WILL  GET  INFORM  AT  lOfc  ABOUT  YOU 

By  Federal  Law,  we  must  check  for  health  insurance  or  other  third  party  benefits  you  may  be  able  to  get.  We 
must  check  data  about  you  with  other  agencies  or  third  party  payers.  We  will  use  your  Social  Security  Number 
to  check  data  with: 

-Minnesota  Department  of  Labor  and  Industry  -  records  of  workers'  compensation  benefits 
—Minnesota  Department  of  Motor  Vehicle  -  licensing,  registration  and  accident  information 

—  Minnesota  Department  of  Jobs  &  Training  -  records  of  wages  and  warnings 

—  Private  health  insurance  plans  -  records  of  insured  persons 

—  Private  HMO  plans  -  records  of  insured  persons 

-United  States  Social  Security  Administration  (SSA)  -  records  of  self -employment  earnings,  retirement 
income,  survivors  benefits,  disability  payments,  Social  Security  (RSDI),  and  Supplemental  Security  Income 
(SSI) 


This  form  has  important  welfare  information.  If  you  do  not  understand  it,  get  help  now. 


rb^o  tan  d  t  i  a  r^nrjtt  t  i  ajftr  i    i  o  r  fr  one  jolt  en  r  tun  a 'rlftfn  rftq?jn? 

siionua^PuroOPLiri^riitjnnviUreiaocpit.  Ltjofjnijni^siijsnvj^^txil^jfinvjtjnosfjciOTj . 
Lus  tseem  ceeb  txog  kev  pab  (welfare).    Nriav  neeg  twm  thiab  txhais  rau  koj  kom  sai  kawg  nkaus. 


Tin  ttfc  quan  trong  ve  chuong  trinh  an  sinh  (welfare).    Xin  nhft  thfing  dich  tJc  khac. 
Informacion  importante  de  welfare.    Ha'gala  traducir  inmediatamente. 
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SECTION  VI 
FEDERAL.    AND     STATE     REFERENCE  DATA 

Part  A 


Federal    Reference  Pat, 


HEALTH  CARE  FINANCING  ADMINISTRATION 


The  Health  Care  Financing  Administration  (HCFA)  was  created  by 
order  of  the  Secretary  of  Health,  Education  and  Welfare  on  March 
9,  1977,  to  bring  together  under  one  administration  the  management 
of  the  Medicare  and  Medicaid  programs. 

HCFA's  mission  is: 

o  To  ensure  the  effective  administration  of  its  programs 
in  order  to  promote  the  timely  delivery  of  appropriate, 
quality  health  care  to  its  beneficiaries; 

o  To  make  certain  that  beneficiaries  are  aware  of  the 
services  for  which  they  are  eligible,  that  those  services 
are  accessible  to  them  and  are  provided  in  the  most 
effective  manner;  and 

o  To  ensure  that  its  policies  and  actions  promote 
efficiency  and  quality  within  the  total  health  delivery 
system  which  serves  all  Americans. 

The  focal  point  for  Medicaid  TPL  operating  instructions  and  policy 
quidance  to  Medicaid  State  agencies  and  regional  offices  is  the  TPL 
Branch,  Division  of  Payment  Systems,  Office  of  Medicaid  Management, 
Medicaid  Bureau.  The  TPL  effort  is  one  of  HCFA's  major  Medicaid 
initiatives . 

By  cost  avoiding  Medicaid  billings  to  legally  liable  third  parties, 
and  by  increasing  TPL  collections  from  them,  States  and  the  Federal 
qovernment  have  a  great  opportunity  to  achieve  significant  savings 
for  the  program  which  is  intended  to  be  the  "payer  of  last  resort. 
The  placement  of  the  TPL  component  within  the  organization  of  HCFA 
is  intended  to  facilitate  these  activities,  and  to  enhance  the  TPL 
effort  within  the  agency,  throughout  the  ten  HCFA  regions,  and  in 
the  States. 

Following  are  HCFA  organizational  charts  and  a  brief  description 
of  the  duties  and  responsibilities  of  those  components  with 
Medicaid-related  functions . 
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DEPARTMENT  OF  HEALTH  AMD  HOMAM  SERVICES 
HEALTH  CARE  7IMAHCIMO  ADMIHI8TRATZOM 


ADMINISTRATOR 

DEPUTY 
ADMINISTRATOR 

MEDICAID 
BUREAU 

PROVIDER  REIMBURSEMENT 
REVIEW  BOARD 

OFFICE  OF  PREPAID 
HEALTH  CARE 


OFFICE  OF  THE 
ATTORNEY  ADVISOR 

OFFICE  OF 
EXECUTIVE  OPERATIONS 

OFFICE  OF  LEGISLATION 
AMD  POLICY 


ASSOCIATE  ADMINISTRATOR 
MANAGEMENT 


ASSOCIATE  ADMINISTRATOR 
OPERATIONS 


ASSOCIATE  ADMINISTRATOR 
PROGRAM  DEVELOPMENT 


ASSOCIATE  ADMINISTRATOR 
COMMUNICATIONS 


OFFICE  OF  BUDGET 
AND  ADMINISTRATION 


OFFICE  OP  THE 
ACTUARY 


BUREAU  OF  DATA 
MGMT.  S  STRATEGY 


BUREAU  OF  PROGRAM 
OPERATIONS 


EQUAL  OPPORTUNITY 
OFFICE 


HEALTH  STANDARDS  t 
QUALITY  BUREAU 


REGIONAL  OFFICES 

1—  BOSTON 

2 —  NEW  YORK 

3 —  PHILADELPHIA 

4 —  ATLANTA 

5 —  CHICAGO 

6 —  DALLAS 

7 —  KANSAS  CITY 

8—  DENVER 

9—  SAN  FRANCISCO 
10— SEATTLE 


BUREAU  OF  POLICY 
DEVELOPMENT 


OFFICE  OF  RESEARCH 
AND  DEMONSTRATIONS 


OFFICE  OF  PUBLIC 
AFFAIRS 


OFFICE  OF  PUBLIC 
LIAISON 


HEALTH  CARE  FINANCING  ADMINISTRATION 
MEDICAID  BUREAU 


HEARINGS  STAFF 
Director  Stan  Rati  966-4468 


o  Contract  Reconsiderations  of  State 
Plan  Disapprovals 


MEDICAID  BUREAU 

Acting  Director 
D«puty 

Senior  Program  Advisor 

ftozann  Abato 
Vacant 
Elmar  Smith 

966-3229 
966-5648 

EXECUTIVE  OPERATIONS 
STAFF 

Dlractor  Bill  Reed  966-3239 


o  Admlnlttratlva  Support  to  Bur.au 


MEDICAID  MANAGED  CARE  OFFICE 
Olractor     Ronanne  Taylor*  966-9507 


o  Coordinate  Efforta  to  Promota  and 

Ovaraaa  Medicaid  Managed  Care  Programs, 
e.g..  HMOa 


OFFICE  OF  MEDICAID  MANAGEMENT 


Director 
Deputy 


Dave  McNally 
Joe  Dunne 


966-3254 
966-5908 


INTERGOVERNMENTAL  AFFAIRS 
OFFICE 


Director      Rlcherd  Chambers 


245-6257 


o  HCFA  Child  Health  Coordinator 
o  Llalaon  »1th  State  Aatoclatlona, 
e.g..  NGA,  APWA,  NSCL 


OFFICE 

OF  MEDICAID  POLICY 

Director 

Bill  Hlckmen 

966- 

3236 

Deputy 

Lu  Zawlttoolch* 

966 

3236 

•Acting 


HEALTH  CARE  FINANv   JQ  ADMINISTRATION 
MEDICAID  BUREAU 
OFFICE  OF  MEDICAID  POLICY 


OFFICE  OF  MEDICAID 

POLICY 

Dlractor 

Bill  Hickman 

966- 

3254 

Deputy 

Lu  Zawlltowtch* 

966- 

3255 

DIVISION  OF  PAYMENT  1 
COVERAGE  POLICY 


Director      Bill  Hickman- 


966-3236 


Chlaf 


MEDICAID  PAYMENT 
POLICY  BRANCH 
B.rnl.  Truffar  966-4576 


o  Davalopiaant  and  Intarpratatlon  of 

Madlcald  Institutional  and  Cott-Rolatad 
Ralmburaanant  Policy 


Chlaf 


HOME  a  COMMUNITY 
BASED  WAIVERS  BRANCH 

Bob  WardMaU  966-5659 


Dlractor 


DIVISION  OF  MEDICAID 
ELIGIBILITY  POLICY 

Marty  Svo1o<  966-4451 


Chlaf 


MEDICAID  ELIGIBILITY 
ASSESSMENT  BRANCH 

Mlka  Flora  966-4460 


o  Davalopmant  and  Intarpratatlon  of 

Madlcald  Eligibility  Policy,  TPL  Policy 
o  Fraadom  of  Cholca  Walvart 


Chlaf 


MEDICAID  ELIGIBILITY 
POLICY  BRANCH 
Dick  Coyno 


966-4458 


o  Procaaalng  of  Homo  6  Coa-aunlty-Baaad 
Walvars 

o  Policy  on  Targatad  Caaa  Managaaient, 
Abortion*,  Start  1 Izatlonl 


o  Davalopmant  and  Intarpratatlon  of 
Madlcald  Eligibility  Policy 


Chlaf 


MEDICAID  SPECIAL 
POLICY  ISSUES  BRANCH 
Vacant 


•Acting 


o  Policy  on  Othar  Modlcald-only  Covaraga 
and  RolmburaaoMnt  Iiauaa 


HEALTH  CARE  FINANCING  ADMINISTRATION 
MEDICAID  BUREAU 
OFFICE  OF  MEDICAID  MANAGEMENT 


OFFICE  OF  MEDICAID 

MANAGEMENT 

Director 

Dav*  McNally 

966-32S4 

Deputy 

Jo*  Dunn* 

966-3255 

Director 
Deputy 


DIVISION  OF  FINANCIAL 
MANAGEMENT 

Bill  La*ow«k1  966-2003 

Don  All.n  966-327J 


FINANCIAL  POLICY 

BRANCH 

ChWf 

Bill  McQuay 

966-3257 

o  Federal  Matching  Policy 
o  Medleeld  DI»allowencee 
o  Flnanclel  Menagement  Review* 
o  Spectrum  Revtewe 


BUDGET 

AND  GRANTS 

BRANCH 

Chi  of 

Mite* 

McDermott 

966-2005 

o  Medicaid  Budg*t/Form»  HCFA-25 

o  Medicaid  Grant  Award*/Form»  HCFA-64 

o  Focal  Point  for  Medicaid  Budget  and 

Eipendlture  Data 
o  Focal  Point  for  Automated  Medleeld  Budget 

and  Eapendlture  Syatem 


Chief 


PROGRAM  INITIATIVES 
BRANCH 
B111  Hlacock 


966-3275 


o  Home  and  Community-Baaed  Servlcea 

Over»1ght  -  Form  HCFA-372 
o  Freedom  of  Choice  Welvera  Overalght 
o  Early  and  Periodic  Screening  Dlegnoale 

and  Treatment 
o  Maternal  and  Infant  Health  Initiative 
o  AIDS  I  'ttatlve 
o  Other  Special  Initiative* 


1 

DIVISION  OF  PROGRAM 

PERFORMANCE 

Director 

Randy  Graydon 

966-3294 

Deputy 

El  Hot  Nald* 

966-6918 

1 


ELIGIBILITY 

ASSESSMENT  BRANCH 

Chief 

Kathy  Rama 

966-5929 

o  Medicaid  Eligibility  Quality  Control 

Operation*  and  Policy 
o  Operational  Eligibility  Data  Coordination 

with  SSA 

o  Negative  Cea*  Action  Quality  Control 
o  Medicaid  Eligibility  Corrective  Action 


MEDICAID  OPERATIONS 
BRANCH 

Helalne  Jeffert  966-5920 


o  Income  Eligibility  Verlflcetlon  Syatem* 

o  Medleeld  Compliance 

o  Stat*  Plan  Procei*  Overalght 

o  Sy*t*m*t1c  Allan  Verification  for  Entitlement* 

o  Foe*l  Point  for  Medicaid  Operational  I**u*a 


Chief 


STATISTICAL  ANALYSIS 
BRANCH 

Roger  Buchanan  966-5903 


o  Program  Development  Technical  Support  to 
Medicaid 

o  Data  Baae  Syatem*  for  Medicaid  Eligibility 

Quality  Control 
o  Integrated  Quality  Control 


Director 
Deputy 


DIVISION  OF  PAYMENT 
SYSTEMS 
Rick  Friedman 
Dan  Boyle 


966-3292 
966-5913 


Chief 


THIRD  PARTY  LIABILITY 
BRANCH 

V*c*nt  966-3392 


o  Third  Party  Liability 

o  F1r*t  P*rty  LUblllty  (*.g..  Ll*na.  Eatat. 

R*cov*r1*t) 
o  Qualified  M.dtcar*  Benef Iclarle* 
o  Qualified  Disabled  Working  Individual* 
o  Utilization  Management 
o  Tltl*  IV-D  Coordination  Support 


Chief 


SYSTEMS  REQUIREMENTS 
BRANCH 
Jim  Dunnlgan 


966-3263 


o  Medicaid  AOP  Procurement  Approvel* 
o  C*rt1f  1c*tlon  of  R*pl*eement  WIS*  6  IES* 
o  State  Syttem*  Llation 
o  Report*:    F1»c*l  Agent*  *nd  Integrated 
Eligibility  Sy«tem» 


SYSTEMS  PERFORMANCE 
BRANCH 

Actg  Chief  Larry  Reed  9C-0830 


o  Syatem*  Performenc*  Review  of  Medleeld 
Management   Information  Sy»t*m* 

o  Electronic  Verlflcetlon 

o  Sy»tem»  Support  for  Medicaid  Capitation 

O  MMIS  System  Policial 


Chief 


PROGRAM  QUALITY 
EVALUATION  BRANCH 

Al  Beachlay  966-3325 


o  AOP  Support  to  Bureau 

o  MB  L*ad  on  HCFA' *  Syatem*  M»n*g*m*nt 

Effort  (PRISM) 
O  Syttem  Security 

o  Coordination  of  New  PC  Hardware  DUtrlbutlon 
o  St*t*-of-th*-Art  PC  Melntenence  Through 

Purch«t*/D1ttr1but1on  of  PC  Softwar*  Paek*g«* 


r 


DEPARTMENT  OF  HEALTH  AND  HUMAN  SERVICES 
HEALTH  CARE  FINANCING  ADMINISTRATION 

ASSOCIATE  ADMINISTRATOR  FOR  OPERATIONS 
OFFICE  OF  THE  REGIONAL  ADMINISTRATOR 


OFFICE  OF  TBS 
REGIONAL  ADMINISTRATOR 


(FPD*) 


DIVTSIOH  OF  HEALTH 
STANDARDS  AND  QUALITY 


(FPC*A) 


o    Assures  ef ficient/ef fective 
provision  of  health  care 
services 

o  Monitors  State  survey  agency 
certification  activities  for 
Medicare  and  Medicaid 

o   Manages  peer  review  activities 
to  include  FRO  contract 
negotiation/ oversight 

o  Manages  State  survey  agency 
budget 

o   Approves/denies  provider 
certification  actions  under 
Medicare 


DIVISION  OF  MEDICAID 

(FPD*E) 


o    Monitors/evaluates  States  agency 
compliance  with  the  State  plan 

o    Review/approve  Medicaid  State 
plans,  amendment a,  and  waivers 

o   Review/approve  Institutional 
payment  plans,  cost  allocation 
plans,  contract  expenditures, 
and  quarterly  estimates  of 
expenditures 

o    Conducts  systematic  QC  programs 
(claims  payment,  eligibility) 

o   Defers  payment  on  questionable 
claims  and  suspends  FFP  in  State 
payments  to  Ineligible  lnstutitlons 

o   Provides  technical  assistance 

on  selected  policy  and  operational 
issues;  e.g.,  TPL 


DIVISION  OF  MEDICARE 

(FPD«F) 


o    Negotiates/monitors  contracts  and 
budgets  with  intermediaries  and 
carriers 

o    Interprets  Medicare  policy, 

procedures,  regulations,  and  law 
for  contractors,  beneficiaries, 
providers,  and  associations 


Approves  final  cost  settle 
with  contractors 


snts 


o    Conducts  contractor  oversight/ 
■valuation  activities  to  ensure 
adherence  to  Medicare  rules  and 
payment  principles 

o    Conducts  education  programs  for 
beneficiaries  and  providers  to 
to  Increase  awareness  of  Medicare 
rules  and  provide  guidance  to 
contractor  beneficiary  liaison 
staff 


